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};CANLAN-BALFOUR TABLE 
with OPERAY MULTIBEAM 


adjusted for perineal surgery 


Modern facilities for the operating room are 
satisfactorily completed by the flexible surgical 
ensemble illustrated above consisting of the new 
Scanlan-Balfour operating table and the Operay 
Multibeam ‘‘12-Beam-Plus’’ 
swivel offset hanger. 


suspended from 


Both items have established a remarkable 
record of service under actual working condi- 
tions in hundreds of hospitals. 








The patient is accurately positioned on the 
Scanlan-Balfour table. Rapid, positive, easy- 
working handwheel mechanism gives exact con- 
trol throughout the entire range of surgical 
positions. 

Operay’s powerful beam of light follows every 
change in operating table plane and provides 
unexcelled illumination of the operating field 


including the most difficult surgical areas. 


| A new catalog of surgical equipment, hospital furniture and sterilizers is available to hospital executives upon request. 


SCANLAN-MORRIS COMPANY 


MADISON, WISCONSIN, U.S.A. 
; “The White Line” 


Associated Firms 
Operay Laboratories, Inc. 
Surgical Light 
Scanlan Laboratories, Inc. 


STERILIZING APPARATUS 


Branches 
Chicago: 58 E. Washington Street 
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St. Louis: 3718 Washington Blvd. — 
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The two flasks here illustrated contain an 
equal amount of mineral oil. The one 
at the right is Petrolagar emulsion and 
water, the other is plain mineral oil and 
water. e Although shaken vigorously, the 
plain oil and water separate immediately 
as shown in the accompanying illustration, 
whereas the oil in Petrolagar remains 
suspended. This demonstrates the misci- 
bility of Petrolagar. e Since Petrolagar is 
miscible in water and mineral oil is not, it 
is obvious why Petrolagar readily mixes 
with the bowel contents. The oil, being 
in minute globules, has less tendency to 
leakage. Petrolagar promotes efficient, 


comfortable evacuation. 


Petrolagar Laboratories, Inc., Chicago, Ill. 


Petrolagar is a mechanical emulsion of pure liquid petro- 
latum (65% by volume) and agar-agar, accepted by the 
Council on Pharmacy and Chemistry of The American 
Medical Association for the treatment of constipation. 
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No other surgical soap is as friendly to the skinas Germa-Medica. 


Used with hard or soft water, its neutral lather never irritates .... 
never chafes. For Germa-Medica is compounded of purest edible 
cocoanut oil—with an excess of olive oil. That is why 75% of the 
hospitals approved by American College of Surgeons use Germa- 
Medica and other Huntington surgical soaps—economically dis- 


pensed from the Levernier Portable Foot Pedal Soap Dispensers. 


HOSPITAL DEPARTMENT 

















These non-contact dispensers, Single 
or Twin, are furnished free to users of 
Germa-Medica. They act with pre- 
cision, provide a sanitary technique 
without waste, can be moved where 
desired, and are easily sterilized. 
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AMONG OUR CONTRIBUTORS 





Charles F. Neergaard—An adviser to many hospitals and 
a member of the Board of Trustees of a prominent New 
York institution, Mr. Neergaard analyzes the functions 
of the hospital trustees from an intimate personal view- 
point. His article on “The Board of Trustees and 
Community Policies,” is of interest not only to the trus- 
tees of our institutions, but to their administrators and 
the lay public as well. 


Fred G. Carter, M.D., F.A.C.H.A.—The education of the 
nurse is a responsibility which hospitals have volun- 
tarily undertaken in the past. The success of their en- 
deavor along educational lines is evidenced by the thou- 
sands of competent, intelligent and well-trained women 
who have graduated from their schools. Dr. Carter, rec- 
ognized leader and an authority on nurse education, 
makes a careful survey of proposed changes in the educa- 
tional program in his article on “The New Curriculum.” 
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Mary V. Stephenson, R.N., and Ora M. Henninger, R.N. 
—Hospitals are installing new services and improving 
upon new methods of administration in promoting ef- 
ficiency in the care of patients. The authors have de- 
scribed the trend towards centralizing hospital services 
in their article on “An Up-To-Date Central Dressing 
Room Modernizes an Old Hospital.” 
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Stephen P. Jewett, A.M., M.D.—While the purpose 
around which all activities of the hospital must center 
is the treatment and care of the patient, there are many 
processes contributing to their desired success, which 
interest both the staff and the patient. Dr. Jewett, an 
experienced psychiatrist, calls timely attention to an 
important phase of treatment in his article on “Mental 
Hygiene and the General Hospital.” 
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Henry E. Hess, D.D.—Dr. Hess, the superintendent of 
the Nebraska Methodist Episcopal Hospital, is a close 
student of economics. He has analyzed the trends of 
industrial activity and their variations, and has noted 
the influence of these trends upon_hospital patronage 
and income in his article on “Try This on Your Hos- 


pital.” 
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Carl P. Wright—The Executive Secretary of the Hos- 
pital Association of New York has accomplished a great 
deal for the institutions of his state in his leadership 
in analyzing and advising upon legislation in the inter- 
est of hospitals. His article on “Hospitals and Legisla- 
tion” brings this subject to the close attention of the 
administrators, trustees, and friends of our institutions. 
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Joy Erwin, R.N.—Miss Erwin is a recognized leader 
among nurse educators. She is convincing in the con- 
clusions she arrives at in her article on “The New Cur- 
riculum—from the Nursing Educator’s Point of View.” 
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Fred A. Hitchcock, Ph.D.—The administration of anes- 
thetics in our hospitals is secured by all the safeguards 
that medical and surgical science has devised. The pri- 
mary examination of the patient, preparatory to the ad- 


ministration of the anesthetic, the effect of the anesthetic 
upon the respiratory, nervous and circulatory systems 
during anesthesia must be carefully observed and re- 
corded. Dr. Hitchcock covers an important phase in his 
article on “Respiration and Its Importance in Anes- 


thesia.” 
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Adalbert Littman—The physical and mental ills of the 
patient are more successfully treated if both the lay and 
professional staffs of the hospital understand the psychol- 
ogy of the patient. Mr. Littman writes from the pa- 
tient’s point of view, and has made a helpful contribu- 
tion in his article on “Psychological Motives of Aversion 
towards the Hospital.” 
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H. E. Hilleboe, M.D.—Both from the interest of con- 
tributing to the control of tuberculosis, as well as de- 
creasing the number of re-admissions of tuberculous pa- 
tients, the hospital discharges an obligation to the com- 
munity in keeping track of these patients after discharge 
from the hospital. Dr. Hilleboe emphasizes the value 
of the work of hospitals in this direction in his article on 
“Use of Medical Records in Follow-Up Studies in Tuber- 


culosis.” 
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John R. Smiley—As superintendent of St. Luke’s Hos- 
pital, Kansas City, for many years, the author has had 
ample opportunity to analyze the costs and advantages 
of different types of nursing service. His study of this 
subject has covered many years. He outlines this study 
and conclusions in his article on “The Cost of Graduate 
Versus Student Service.” 
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E. M. Dunstan, A.M., M.D., F.A.C.P., and Jo C. Alex- 
ander, M.D.—The attitude of the medical profession 
toward group hospitalization and hospital service plans 
has been somewhat critical except in those metropolitan 
areas in which such plans have been introduced and 
are in operation. Dr. Dunstan and Dr. Alexander, rep- 
resenting the medical profession of Dallas and County, 
conducted a survey of this plan. They have reported 
this survey and its results in their article “Group Hos- 
pitalization Plan Survey of Local Organized Medical 
Opinion on the Baylor University Hospital.” 
se 


G. P. Bugbee—Changes in food costs and prices are al- 
most immediately reflected in the operating disburse- 
ments of hospitals. If such changes can be properly 
evaluated the institution could accomplish an important 
saving. Mr. Bugbee, the assistant superintendent of the 
University of Michigan Hospitals, describes a sound pro- 
cedure in his article on “A Method of Evaluating Changes 
in Food Costs and Prices.” 
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Elizabeth R. Rupert—A dietitian of large experience, 
and thoroughly familiar with the food problems of -hos- 
pitals, Miss Rupert shows the progress of applied die- 
tetics from early times to the present. The author tells 
how to buy wisely, and presents a job analysis for the in- 
stitutional dietitian in her article on “Food for Thought.” 

Other contributors are Anne Yelton, R.N., Ray F. Mc- 
Carthy, and James W. Harris, Jr. 
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Disinfector Type Sterilizer American Luminaire Operating Light 


AMERICAN STERILIZER COMPANY 
ERIE, PENNSYLVANIA 


Sales Offices in New York, Chicago, Boston « Agencies in Principal Cities in the United States 
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1. Adjustable control 
valve regulates 
amount of soap. discharged 
—eliminates waste. 

2. Horizontal spout cuts down over- 

all height; no dripping. 

Combination spout swivel device 

and filler plug. 

unscrew jar for filling. 

Foot pressure operated air in- 

take valve—pneumatic. 
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4. 
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No need to 


SEPTISOL DISPENSERS ARE 
A PROFITABLE INVESTMENT 


One, of many exclusive features of the Septisol Dis- 
pensers, is the regulating valve shown at point (1) 
on the illustration. By means of this control valve 
(which is quickly and easily regulated) a uniform 
amount of soap is discharged at each application of 
foot pressure. A considerable saving of soap results 
from this thrifty device which does not permit wast- 
age. Reductions as high as 20% to 25% on soap costs 
frequently are obtained through the installation of 
Vestal Dispensers. 








The use of Septisol Dispensers, which are approved 
by the American College of Surgeons, and Septisol 
Soap in your scrub-up room is sound business judg- 
ment as well as good scrub-up practice. 


Standard Equipment in Leading Hospitals. 


Let us give you full details—write. 


Vestal Chemical Laboratories, Inc. 
4963 Manchester Ave. St. Louis, Mo. 
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As YOUR SURGEONS SEE IT 


In every issue of the outstanding surgical publications Curity is 
ably presenting the facts of its case to your staff. It is giving evi- 
dence of its scientific methods of manufacture, of its application 
of modern research equipment to the improvement of suture pro- 
duction, of its advanced technique in developing more dependable 


characteristics of absorption, and general improvement of suture 





quality. Curity sutures deserve the opportunity of clinical trial to 


demonstrate the value of this exacting, more accurate processing. LEWIS MANUFACTURING CO 








Samples will gladly be furnished on request. Division of THE KENDALL COMPANY, Walpole, Mass. 
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Time has seen the discovery and use of many 


anesthetic agents, each having its individual 
advantages and disadvantages from the 
standpoint of controllability, adaptability, 
and degree of relaxation and safety. Ether, 
however, still remains the safest, the most 
adaptable and the most widely used anes- 
thetic agent. 

Just as ether has held its place in the field 
of anesthetic agents, E. R. Squibb & Sons has 
maintained the confidence of surgeons and 
anesthetists as the producers of a pure, uni- 


form and safe ether for anesthetic use. The 


production of Squibb Ether is rigidly con- 





THE 


MOST WIDELY USED 


ANESTHETIC AGENT 


trolled by sensitive automatic devices and 
frequent chemical tests from the selection of 
the raw materials to the final packaging in a 
copper-lined container which protects its 
purity and efficacy indefinitely. 

For over 83 years Squibb Ether has been 
used by surgeons and anesthetists the world 
over. Today, its use in over 85% of American 
hospitals and in millions of cases yearly is 
evidence of its purity, uniformity, efficacy, 
and safety. 


Other Squibb Anesthetic Agents— 
Procaine Hydrochloride Crystals — Ether- 


Oil for Obstetrical Analgesia—Chloroform, 


E. R. SQUIBB & SONS, Anesthetic Dept., 
Squibb Building, New York 


Please send me a copy of your illustrated 
booklet, “A Suggested Technique for Ether 
Administration.” 
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The Board of Trustees and Community 
Hospital Policies 


CHARLES F. NEERGAARD 
New York City 


I HE COMMUNITY HOSPITAL 


is chartered by the state. The Board 
of Trustees, both in its capacity as 
governing body of the corporation 
and as representatives of the public, 
which owns the hospital, is legally 
responsible for its policies. He who 
makes the decisions is responsible 
for results. The doctor, for whom 
the activities of the hospital were 
created and without whom it cannot 
exist, is interested in policies which 
affect his relationship to the insti- 
tution and to the public. There- 
fore on all matters touching on the 
medical, the doctors’ guidance and 
advice are essential to wise decisions. 
The superintendent is the executive 
officer of the Board of Trustees, re- 
sponsible for carrying out the pol- 
icies which it establishes. He knows intimately the 
problems of administration, of public relationship, 
and the needs and ambitions of the staff, and on him 





Discussion of three papers by a trustee, a doctor, and 
an administrator at the New Jersey State Huspital Associa- 
tion Convention at Atlantic City, June 5, 1936. 
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Charles F. Neergaard 


actually rests the responsibility for 
initiating and co-ordinating policies 
in the interests of all. 


Establishing Hospital Policies 


The points of view of these three 
groups serve to define the closely 
interrelated and at times conflicting 
interests which must be harmonized 
in establishing hospital policies— 
those of the public, the medical pro- 
fession, and that complex organism, 
the hospital, which for purposes of 
this discussion we think of essen- 
tially in terms of the administrator. 
The Board of Trustees represents 
the community. It should speak for 
the public. The time has come when 
the trustee must dig deeper into his 
job and become more intimately familiar with its va- 
rious aspects. His hospital, like his business, is faced 
with many new and perplexing problems, not only 
financial but involving community relationships, and 
incidentally, how his medical staff can make a living. 








Theoretically and legally, the trustee is responsible 
for basic hospital policies, but today in the light of 
changed and changing conditions, his most pressing 
responsibility is to determine what fundamental hos- 
pital policies should be. There is need for leader- 
ship, for constructive thinking, for more considera- 
tion of the place of the individual hospital in its re- 
lationship to the social and health problems of the 
community as a whole, for a greater understanding 
of the social, medical, and political aspects of the 
hospital’s job. 


The trustee’s point of view is “the members of 
the community can get only what they are willing 
to pay for and what they are willing to pay for all 
those connected with the hospital, managers, medical 
board, and administration, will cheerfully undertake 
to furnish.” But does that state the whole problem 
for the future? We are becoming increasingly more 
familiar with “must” legislation. There is no trou- 
ble in giving the public anything for which it is 
willing to pay; the difficulty Jies, in these days of 
economic distress, in supplying what it needs but 
for which it cannot pay. This is serious enough for 
the hospital but particularly hard for the doctor, who 
has no endowment fund nor community chest to 
make up his deficit. The medical profession, largely 
through whose efforts the hospital has been built up 
to its present high standard, is complaining that the 
institution of its creation has become.a Frankenstein, 
a competitor which is absorbing its livelihood. Free 
medical service has been the traditional contribution 
of the medical profession and has been included in 
free hospital, service. The public has accepted this 
gratuity for so long that it is now more and more 
demanding it. Whatever the doctor’s generous in- 
clinations, he is no longer able to contribute his 
services in caring for the sick poor. Somehow he 
must be paid and the problem is not his alone but 
is closely involved with that of the hospital. In 
these days when so many are being paid for doing 
nothing, it seems logical that we find some way to 
pay the medical profession for doing so much. 


Providing Acceptable Standards of Care 
at Reasonable Cost 


It is apparent that the essential principles of hos- 
pital.and medical service must be re-studied and 
new policies devised which will enable the commu- 
nity hospital and the medical profession to provide 
acceptable standards of care, which they can afford 
to give, at prices which the public can afford to pay. 










The doctor emphasizes the importance of more credit 
investigation and very properly states that the social 
service department should not be primarily charged 
with this responsibility. Assuredly we should in- 
vestigate the credit standing of our patients, but 
what are we going to do about the thousands of new 
patients as well as old ones who have no credit, 
whose resources are exhausted, and who will be our 
responsibility for many years to come? By and 
large, the public is fundamentally honest, although 
it is painfully true that the dole has béen demoraliz- 
ing. A number of years ago a much criticized but 
exceedingly interesting and eminently successful 
medical social experiment, the Cornell Pay Clinic, 
was organized. It was a progressive effort to solve 
the problem of better medical care for the economic 
middle class. The patient who could not afford the 
office fee of a private practitioner yet was economi- 
cally above the free clinic class, was charged a mod- 
erate sum, and a large part of this income was de- 
voted to compensating the medical staff, to a modest 
extent, the balance being used for overhead. The 
faculty and medical profession generally were ap- 
prehensive lest the clinic be overwhelmed with well- 
to-do chiselers, seeking medical care at a dollar a 
visit. A most meticulous admission control was es- 
tablished, with a view of restricting our service to 
the border line white collar class. As director of 
the clinic I was particularly interested in this phase 
of the experiment and talked personally with many 
of those who were rejected because they were above 
our economic limit. My interviews were illuminat- 
ing. A very large majority came to the clinic not 
to get cheap medicine but because they wanted to 
find out what was the matter with them. The family 
physician had been unable to cure the condition and 
in many instances they had been referred to special- 
ists whose diagnoses were not convincing. They 
had confidence in the Cornell Clinic and came seek- 
ing help. Man after man said “I would be glad to 
pay whatever you want to charge but what I want 
to know is what is wrong with me, and what to do 
about it.” The real and larger problem at Cornell 
was with those who were below our economic scale 
and who had gone to a free clinic without relief, and 
had then come with a dollar in hand where they felt 
they could be cured. 


Hospitals the Center of Organized Medicine 


The public looks to its hospitals as the center of 
organized medicine, a reputation which should be 
fostered and built up, but in such a way that it will 
not prejudice the interests of the medical profession. 
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The social service department should receive increas- 

ing emphasis. How many hospitals have modified 
‘their admission policies to meet the needs of the 
many self-respecting people who have finally come 
to the acceptance of relief as the last step in moral, 
spiritual, and financial exhaustion? Sickness comes, 
they must go to the hospital and too frequently are 
subjected to the humiliating inquisition of the pau- 
per’s oath. One fundamental policy should be rec- 
ognized by the trustees—that the social service de- 
partment should be built up rather than, as too often 
the case, stripped of its personnel, with a view of 
helping such people plan a way out of their troubles. 
It is just as important to maintain morale and self 
respect as to cure illness. 


What can be done to make it possible for the aver- 
age citizen to pay his doctor, go through the hospi- 
tal, and keep out of the poor house? Some con- 
structive steps have already been taken. The hos- 
pital group insurance plan is more and more demon- 
strating its soundness. A new classification has been 
set up in many hospitals, the private ward patient 
who pays the full ward cost, somewhat lower than 
the semi-private rate, and pays his own doctor. In 
a number of instances superintendents have arranged 
to increase the general duty nursing staff on the 
private floors saving the patient the heavy cost of 
special nurses. But it is in the policies of com- 
munity and political relationships that radical 
changes must be made if the hospital’s financial life 
is to be spared. We must broaden the base of hos- 
pital support. I am informed that the average vol- 
untary hospital in England has three to four times 
as many individual contributors as the average com- 
munity hospital here. The hospital does not always 
get its fair and proper share of community funds. 
In a certain large city where apparently the hospital 
trustees were not as alert as those of the other agen- 
cies, the Community Chest has been meeting ninety 
to ninety-seven per cent of the deficits of the fam- 
ily, character building and health organizations and 
but seventy-six per cent of the hospitals’ deficits, 
although in the campaign appeals the hospitals’ needs 
received the major emphasis. 


In one suburban city the Community Chest was 
no longer able to raise the amount needed for all its 
agencies and its one voluntary hospital, which de- 
pended very largely on the Chest, was severely handi- 
capped. Certain members of the Board of Trus- 
tees visioned a new policy. They made an arrange- 
ment with the city authorities whereby, instead of 
a nominal grant, the city paid the hospital $6 a day 
for the care of all free cases and furthermore made 
up the difference between what the ward patients 
paid and $6. The hospital withdrew from the Com- 
munity Chest, which was then able to support ade- 





quately its other institutions. Here is one precedent 
which bears repetition. ; 


Relationship Between Public and Voluntary 
Hospitals Must Be Rationalized 


There is need for a policy of constant and con- 
structive publicity, telling the community what it 
should do in supporting its hospital and supporting 
the doctors who contribute so largely of their skill. 
The public must be told and I am reminded of a 
story of a very successful criminal lawyer who was 
asked by a friend the secret of his success in jury 
trials. ‘‘Well,” he said, “when I am addressing a 
jury, first I tell them what I am going to tell them, 
then I tell them, and after that I tell them what I 
have told them.” We must rationalize our relation- 
ship between public and voluntary hospitals. Why 


“spend the taxpayers’ money to build more public 


hospitals when there are thousands of vacant beds 
in private institutions? How much more sensible 
for the voluntary hospital to move its semi-private 
patients into private rooms, its pay ward group into 
semi-private and make available ward beds for city 
cases, for which the city should pay the cost in full. 
The time has come when the community must face, 
in a practical way, the facts of its hospital service 
and cut out duplication and waste, consolidate its 
work, conserve its resources. During good times 
the hospitals of this country over-expanded alarm- 
ingly and many a community is struggling to sup- 
port too many hospitals with too many beds. The 
records of the American Medical Association show 
that in 1934 the 4,000 voluntary general hospitals 
had 87,000 more beds for the acutely ill than were 
needed for use or reserve. This excess represented 
a frozen capital investment of over $435,000,000 and 
an annual overhead for interest, depreciation, and 
“readiness to serve” costs of over $61,000,000. In 
many communities there are hospitals which from 
an economic standpoint should be closed and their 
work transferred to others, larger, better equipped 
and more efficient, still others which might be con- 
verted into special institutions for the care of 
chronic and convalescent patients, the greatest gap 
in our present health facilities. 


All of these situations which I have cited repre- 
sent problems affecting policies for the solving of 
which the trustee, doctor, and superintendent are 


‘responsible. 


Paying the Doctor 


The New Deal’s Social Security Program has a 
long and detailed chapter on health insurance, from 
which we have so far been spared. There are of 












course many proponents of some form of this as 
the ultimate solution of the problem. The medical 
profession, and justly so, is apprehensive of political 
entanglements of any sort and while of necessity 
accepting the fees paid by the TERA for the care 
of patients on relief, is far from happy in doing so. 
Mayor LaGuardia, of New York City, in an address 
at the Academy of Medicine on Hospital Day last 
May, said “It must be a great source of gratification 
to the opponents of socialized medicine to discover 
abuses now when we have an opportunity to experi- 
ment with it in a small way in dealing with relief.” 
“Small Way!” 


In 1935 in New York State $3,340,000 was spent 
for medical and nursing care for people on relief. 
It has been an interesting experiment, open to much 
criticism and many abuses. 


The relief patient can exercise a limited amount 
of choice among the physicians on the panel. He 
can visit the doctor in his office or summon him to 
his home and the doctor after considerable paper 
work, is compensated $1 or $2 accordingly. But 
consider this aspect, which holds good at least in 
New York. If a baby is delivered at home the doc- 
tor collects a $25 fee but if he takes the mother to 
a hospital, he gets nothing. If the father has an 
acute appendix and the doctor takes it out on the 
kitchen table, he is paid $25. If he operates at the 
hospital he gets nothing. There is little organized 
control of all this work, little supervision but plenty 
of red tape. This unquestionably represents a pub- 
lic policy which might well be corrected if subjected 
to aggressively organized hospital and medical influ- 
ence. 


How can all this money which is being spent now 
and which will probably continue to be spent in the 
future be used more effectively? How can there be 
brought about a closer co-operation between the hos- 
pital, the medical profession and the political agen- 
cies distributing relief? Dr. Walter Goodale, Di- 
rector of the Buffalo City Hospital, outlined a plan 
in the April number of Hospitals for intelligent and 
practical co-operation on relief work, centered in 
the hospital, under the supervision of the County 
Medical Society. Briefly he proposes that each of 
the eleven hospitals of Buffalo shall act as a medical 
center and assume responsibility for the ward, out- 
patient, and home care of the indigent and lower 
bracket persons in its district who may be unable 
to afford a private physician. All members of the 
medical profession who are willing to work and 
maintain proper standards under the supervision of 
the hospital staff and the Executive Committee of 
the County Society are to be affiliated as a courtesy 
staff or medical associates with the hospital in their 


district. Appointments are to be made as at present 
on the recommendation of the staff and election by 
the Board of Trustees. Each doctor participating 
in the charity work is paid at the rate of $2 an hour 
for 12 hours weekly for 13 weeks of service, a total 
of $312 a year, the sum proposed having no rela- 
tion to the value of the service rendered. It is esti- 
mated that $160,000 will be required to thus com- 
pensate the medical profession, of which sixty per 
cent will be paid by the taxpayers of the city and 
forty per cent by the state. Under existing regula- 
tions the TERA cannot pay hospitals but under this 
plan it will pay doctors for their ward work, which 
is analagous to home visits, and for their out-patient 
work, which is analagous to office calls. How far 
the scheme has gone I do not know, but it certainly 
sounds feasible. 


Superintendent the Logical One to Initiate 
New Policies 


I am conscious of having wandered far afield 
from the subject of who should be responsible for 
the policies of the hospital into the speculations on 
policies for which those who are responsible should 
be responsible! We who have been associated for 
many years with hospital problems have pretty well 
defined ideas as to what each one’s job is, trustee, 
doctor, administrator, where they overlap, where 
they conflict, and how friction must be anticipated 
and avoided. In the last analysis it is the superin- 
tendent who initiates, co-ordinates, and predigests 
the new policies which ultimately reach his Board 
for decision. Fortunate is the Board which has in 
the administrator’s office an executive competent, 
experienced, sound, and forward-looking to act as 
pilot so that at the monthly meetings the trustees, 
by routinely voting “Aye,” can safely and substan- 
tially fulfill their responsibilities. 
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The New Allegheny General Hospital 


Pittsburgh—1936 


FF wie years ago the first hospital bearing 
the name of Allegheny General was opened in the 
City of Allegheny, now as then the North Side of 
Pittsburgh. Two private residences were acquired 
and converted into a single building for the purposes 
of the hospital. The alterations and equipment cost 
$60,000, and accommodations were provided for 
fifty patients. During the first year of its operation 
368 patients were admitted. 














In 1904 the present hospital was built at a cost of 
$880,000, providing accommodations for 405 pa- 
tients, and took rank as one of the leading hospitals 
in the metropolitan area of Pittsburgh. In twenty 
years the demands for the services of the hospital 
outgrew its capacity and plans for a new building 
to cost $6,000,000 were prepared. The officers of 
the hospital and the Board of Trustees began the 
accumulation of a building fund, and up to 1928 had 
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secured. $2,500,000 for that purpose. In 1928 a 
campaign for the completion of the fund was con- 
ducted, and pledges brought the total to $5,577,000. 
It was a fine tribute to the services of this hospital, 
its staff, and the Board of Trustees that 4,600 
friends of the institution were subscribers to the 
building fund. 


Construction on the new plant started in 1929, 
but as it progressed it became apparent that the new 
building as originally planned would be inadequate 
for the services it would be called upon to render, 
and enlargements were made and the building as 


now completed cost $8,000,000. 


Due to the financial depression, work on _ the 
building was temporarily suspended until 1934, when 
a loan of $2,000,000 was secured from the PWA, to 
be repaid with interest by the hospital, and the plant 
was completed. 


Among the important. departments of the hospital 
is the Singer Memorial Laboratory, closely affili- 
ated with the Allegheny General, and built and en- 
dowed by the Singer family. This fine research lab- 


oratory becomes an integral part of the new hos- 
pital. 

The service which this hospital has rendered the 
people of Pittsburgh and western Pennsylvania dur- 
ing the past fifty years has been of the highest order. 
It has always carried a large charity service. For 
the past five years sixty-four per cent of its total 
work has been given free to its patients. Its aver- 
age annual cost of operation for ten years past has 
been approximately $600,000, with an average pa- 
tient day cost of $5.29 for the period. It is interesting 
to note that of its average dollar income, fifty-eight 
cents was paid by its patients, fifteen cents by the 
State of Pennsylvania, and twenty-seven cents came 
from endowments funds and gifts from the gener- 
ous friends of the hospital. 

The history of the Allegheny General Hospital 
centers around one of the most lovable of Pitts- 
burgh’s prominent philanthropists, Dr. Maitland 
Alexander, the present president of the Board of 
the hospital. Since 1904, when through his efforts 
funds for the Stockton Avenue Plant were raised, 
up to the present time, more than thirty-two years, 
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he has been the inspiration, the counsellor, and guide 
of the Allegheny General. His efforts have been en- 
couraged by a Board of Trustees, composed of many 
of Pittsburgh’s leading capitalists, business and pro- 
fessional men. No finer group ever directed the des- 
tinies of any institution than the men who have given 
their time and interest, and ‘much of their worldly 
goods, to build and maintain this hospital. 


Its professional staff is composed of the best rep- 
resentatives of the medical profession. They have 
been loyal, earnest, and most generous in bestowing 
their services freely and without price to the sick 
poor of Pittsburgh. They have taken an exceptional 
personal pride in their professional home, and the 
new hospital is a monument to the work and worth 
of its Board of Trustees and its medical staff. 


The new building is seventeen stories in heighth, 
contains with its nurses’ home and power plant a 
total of 8,125,000 cubic feet, and will have a capac- 
ity of six hundred beds. It will have accommoda- 
tions for 162 private patients, a separate floor for 
the accommodation of patients of moderate means, 
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and the remaining beds for pay and free ward pa- 
tients. 


Its out-patient department will handle 150,000 
patients annually; its x-ray department, at present 
treating 12,000 patients each year, will be equipped 
with two deep therapy units, one generating 200,000 
kilowatts and the second 400,000. Its training school 
for nurses, which will be housed in the new nurses’ 
home, which is a self-contained unit, will be in- 
creased to 150 students. The new hospital will com- 
fortably care for 13,687 patients each year with a 
total of 165,000 hospital days. 


The new hospital is a model of the skyscraper 
type of construction. The nucleus of the building 
is the central stem arising twenty stories in heighth. 
This central stem has a north and south axis, and is 
forty-five feet wide. At right angles to the central 
stem are three wings, the north, central, and south 
Each wing is constructed to the full width 
up to and including the third floor. From this floor 
upward the wings are “stepped back” to facilitate 
the passage of light and air to the lower floors. 


wings. 
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Fifteenth to the Seventeenth Floors 


The seventeenth floor accommodates the prepara- 
tion, labor and delivery rooms, and this floor, to- 
gether with the fifteenth and sixteenth floors, com- 
prise the entire maternity section, all providing the 
greatest possible advantages of quiet, light, and air. 


Eighth to the Fourteenth Floors 


The ninth to the fourteenth floors are typical 
The eighth floor is the operating 
The operating rooms, eight in all, are 


patients’ floors. 
room floor. 
located at either end of the central stem, and are 
arranged in pairs. Between each pair are a scrub 
room and a sterilizing room. On this floor are 
located the plaster and fracture room, the tissue lab- 
oratory, a room for the preparation for sterile solu- 
tions for intravenous injections, two anesthetizing 
rooms, a recovery room, a waiting room, the super- 
visor’s office, and dressing and locker rooms. The 
west central wing will be used as a journal library, 
containing files of the leading medical and surgical 


publications. The east central wing is the assembly 
room, which will be used for medical and surgical 
clinical conferences. 


Seventh Floor 


The seventh floor is devoted exclusively for the 
patients of moderate means. All rooms on this floor 
contain two beds with the exception of eight, which 
contain three beds each. 


Sixth Floor 


The sixth floor is for surgical patients, containing 
ninety-eight beds, grouped into four sections, con- 
trolled by a supervising nurses’ station and three 
subsidiary nurses’ stations. It contains a central 
serving kitchen, two large wards, and many two, 
three, and four-bed units with convenient utility, 
examining, and dressing rooms. 


Fifth Floor 


The fifth floor is for medical patients and is typi- 
cal of the sixth floor. It contains eighty-six beds 
and accommodates the metabolism department. 
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Fourth Floor 


The fourth floor is the children’s floor and con- 
tains seventy-six beds. The north end contains the 
observation and communicable disease unit. The 
south end is for orthopedic and surgical cases. It 
contains the carbon arc lamp room, rooms for kin- 
dergarten and classes, two large deck spaces for chil- 
dren able to play or remain outdoors. 

The east wing on this floor is for the pediatric 
department and the west wing for the accommoda- 
tion of private patients. 


Third Floor 


The third floor accommodates in its north wing 
the Singer Memorial Laboratory, given by the 
Singer family in honor of William H. Singer. The 
south wing is devoted to quarters for the interns, 
and between are located the main kitchen, with din- 
ing rooms for graduate students and special nurses, 
for the medical staff, officers, clerks, and technicians, 
and for guests of private patients. 

Second Floor 

The second floor, in the south wing, and the cen- 
tral stem, extending as far as the central wing, is 
given over to the out-patient department. It is con- 
trolled by a central information desk. 
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The east central wing is occupied by the kitchens 
for private patients and special diets, and for milk 
formulae. The west central wing contains the x-ray 
department. Between the central and north wings in 
the central stem is the Heart Station on the west 
side, and the dietitian’s office on the east side. 


First Floor 


The first floor south wing contains the out- 
patients’ lobby, with registration, examining, and 
treatment rooms, and the social service department. 
The west portion is occupied by administrative 
offices, and between the two portions is the main 


lobby. 


The west central wing of this floor has the private 
patients’ lobby, the Board Room, reception rooms, 
and offices. In the central stem are the elevator 
lobby, offices of the medical and surgical directors. 
clinical records, staff, and ‘examining rooms. The 
east central wing contains storage and service quar- 
ters. Located here are the butcher shop and dairy 
room, both of which are equipped with walk-in re- 
frigerators, and cold rooms for the storage of vege- 
tables. All goods are received there. The genito- 
urinary department occupies the entire east north 
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wing, and the Singer Laboratory occupies the entire 
west north wing. 


New Hospital Dedicated 


On June twenty-fourth this fine new hospital, 
which grew in fifty years from two converted resi- 
dences into one of Pittsburgh’s great institutions, 


was dedicated. It is a direct response to the growth 
of the city and to the service Allegheny General has 
given the citizens of Pittsburgh through the years, 
but more than all, it is the evidence of the apprecia- 
tion of a great city for the men and women who have 
built and directed the hospital, and for the members 
of \its medical staff, who by their great service to 
charity have made it. possible. 








The Purchase of Hospital Commodities 


Twenty hospitals, widely distributed and of vary- 
ing bed capacities and types of service, reported a 
total bed capacity of 5,062, with an average occu- 
pancy of 3,205, or 631% per cent. It is interesting 
to note the average amount spent annually for staple 
hospital commodities per bed, based upon the bed 
capacity of the hospitals and per bed occupied. Six 
items were selected. 

Canned fruits and vegetables—The twenty hospi- 
tals spent a total of $90,059 for this class of sup- 
plies, an average of $17.77 for each bed of their bed 
capacities, and an average of $28.10 for each bed 
occupied. No. 10 tins were purchased in the largest 
quantities, followed by No. 2 tins. 


Furniture—The twenty hospitals spent $16,238 


for furniture during the year, an average of $3.20 
per bed capacity and $5.10 per bed occupied. 

Laundry supplies—The twenty hospitals spent a 
total of $10,282 for laundry supplies, an average of 
$2.05. per bed capacity and $3.21 per bed occupied. 

Surgical instruments—The twenty hospitals spent 
$26,635 during the year for surgical instruments, an 
average of $5.26 per bed capacity and $8.31 per bed 
occupied. 


Surgical sutures—The twenty hospitals spent 
$21,647 for surgical sutures, an average of $4.27 
per bed capacity and $6.80 per bed occupied. 

Record forms— The twenty hospitals spent 
$21,104 for record forms, an average of $4.17 per 
bed capacity and $6.58 per bed occupied. 


HOSPITALS 





The New Curriculum 


From the Hospital Administrator's Viewpoint 


FRED G. CARTER, M.D. 
Superintendent, The Christ Hospital, Cincinnati, Ohio 


; a OUT OF THE PICTURE the broad 
social viewpoint involved in considerations of nurs- 
ing and the proposed new nursing curriculum the 
hospital administrator is or should be interested in 
the changes which are being contemplated in nurs- 


ing education for several practical reasons. Before — 


entering into a discussion of these, however, it might 
be well to discuss briefly the essentials of the new 
curriculum and to point out the differences between 
it and the 1927 curriculum. 


The facts which I present to you in regard to 
the new curriculum are taken from the “Progress 
Report on the Proposed Program of Studies for 
Nursing Schools.” It is referred to as “Bulletin A-1 
General Introduction to the Series” and was issued 
by the League of Nursing Education through the 
Central Curriculum Committee in September, 1935. 
It should be understood from the start that the 
recommendations of this committee are tentative and 
that its progress report has been placed in the hands 
of numerous groups throughout the country in an 
effort to stimulate thinking along the lines suggested 
and to bring about constructive criticism which may 
lead eventually to the formulation of an acceptable 
curriculum for the education of nurses. 


In the first place the committee feels that the time 
has come to work definitely toward an admission re- 
quirement of two years of preparation beyond high 
school. Little is said as to the subject matter to be 
studied in those two years except that the time might 
be utilized in part to relieve the burden imposed by 
the heavy program in the first term of the nursing 
professional school program. It is suggested that 
candidates for entrance into the professional school 
might be required to present evidence of satisfactory 
completion of courses of at least junior college level 
in one of the biological or physical sciences and one 
of the social sciences. The professional school might 
see fit to augment these courses later on by requiring 
additional study along these lines with the idea of 
rounding out and reviewing the subject matter prev- 
iously covered. 


Read at The Midwest Hospital Association Convention at 
St. Louis, Missouri, June 26, 1936. 
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Four Main Courses 


The courses which it is proposed to offer in the 
nursing school are grouped under four main head- 
ings as follows: 

1. The Biological and Physical Sciences 
2..The Social Sciences 

3. The Medical Sciences 

4. The Nursing Arts 

In its efforts to reconstruct the program found in 
the 1927 League Curriculum, “the Committee has 
made an effort to reduce the number of short courses 
by combining materials into larger and more coher- 
ent groupings. It has also made some transfers of 
materials from one course to another and has re- 
named some of the courses.” The first year of the 
new program is a very heavy one since it includes 
most of the courses mentioned under the first three 
classifications. 

Hospital administrators are very much interested 
in the time allotted to work in the hospital. In the 
first term of the first year nurses give no time to 
patients. In the second term they give eighteen 
hours per week and in the third term, twenty-two 
hours per week. In the second and third years a 
maximum of thirty-eight hours per week is provided 
for in all terms. Under the 1927 curriculum, I be- 
lieve that forty-eight hours per week of nursing 
care is provided for in eight of the nine terms. In 
the first term no nursing care is provided for in 
many of the schools. Classes represent additional 
time although there are exceptions to this. 


The Hospital Administrator's Interest in Education 


With these preliminary remarks we are ready for 
a discussion of the hospital administrator’s dilemma 
In passing I want to emphasize the point that he is 
interested intensely in the broader aspects of this 
whole problem and that he is not as selfish in his 
outlook as some would have us believe, but I cannot 
enter into a discussion of these phases of the subject 
because of time restrictions. Neither will the period 
allotted to me permit a discussion of trends in mod- 
ern education and their significance in the construc- 





tion of a nursing curriculum nor will it permit me 
to discuss the subject matter of the courses which 
make up the program of study or the basic principles 
underlying these courses. Furthermore I am con- 
vinced that these phases of the subject should be 
left to those who are more expert in the exposition 
of such matters than I. I am going to limit myself 
to a consideration of certain practical aspects which 
must be thought about in connection with any effort 
to revise the nursing curriculum. 

It is only natural that hospital administrators 
should be deeply interested in the financial details 
involved in the program. What does it cost to train 
a nurse? What does she give to the hospital in re- 
turn for her training? Can hospitals already in 
financial distress hope to support a type of nurse 
education such as that suggested by the new cur- 
riculum ? 


The Costs of Educating the Nurse 


Back in 1930, Charles F. Neergaard was asked to 
advise a hospital relative to the costs of nursing serv- 
ice with and without a training school. He found 
that the available figures varied widely and employed 
accountants to study costs in eight widely scattered, 
representative hospitals. From their studies he con- 
cluded that each pupil nurse actually cost the hos- 
pital more than $800.00 a year, over and above any 
cash allowances that might be made to her. Rela- 
tively this figure compares favorably with the tuition 
charged in most boarding schools where the academic 
year is of about eight months’ duration. Judging 
from a recent study of our own costs, it is quite 
conservative but from it we may reach a reasonable 
assumption that the average nurse can be trained 
at an expense of about $800.00 a year to the’ hospital. 

Nursing services have certain values to the hos- 
pital, however, and these values should be credited 
to the nurse who renders the services. Some one 
has suggested that the services of the first year nurse 
may be worth about twenty-five cents per hour, those 
of the second year nurse about thirty-five cents per 
hour, and those of the third year nurse about forty 
cents per hour. From these figures it is an easy 
matter to approximate the earning power of student 
nurses so that credits of the nurse may be balanced 
against the debits, financially speaking, in figuring 
the net cost to the hospital of the educational process. 

Operating under the proposed new curriculum in 
the first four months the student would give no 
service and would receive no remuneration, in the 
second four months she would spend an average of 
eighteen hours per week in the hospital and would 
earn $4.50 per week for such service. In the third 
four months she would spend twenty-two hours per 
week giving valuable services to patients and her 


efforts would boost her earnings to $5.50 per week. 
Thus in her first year at $4.50 per week for sixteen 
weeks she would earn $72.00, and at $5.50 per week 
for sixteen weeks she would earn $88.00, a total of 
$160.00. With the cost fixed at $800.00 she would 
owe the hospital $640.00 at the end of her first year. 

In the second year a maximum of thirty-eight 
hours per week would be spent in service to patients. 
At thirty-five cents per hour she would earn $13.30 
per week or $638.40 for the year. With the cost 
fixed at $800.00 she would owe the sini $161.60 
for her second year course. 

In the third year a maximum of shietycaiatie hours 
per week would also be spent in service to patients. 
Figured at forty cents per hour she would earn 
$15.20 per week or $729.80 for the year leaving her 
in debt to the hospital in the sum of $70.40. 


Thus the total cost to the hospital, $2,400.00 for 
the three year course, on the basis of the new cur- 
riculum would be partly offset by the earnings of 
the nurse amounting to $1,528.00, leaving a balance 
of $872.00 due the hospital. In all fairness to the 
hospital this sum should be paid by the nurse, by in- 
come from endowments, by donations, or by subsidies 
of some description. Hospitals cannot shoulder this 
burden because their costs are already embarrassing 
and they are having enough difficulty in trying to 
meet them without adding further to the load. 


Costs Under the 1927 Curriculum 


Operating under the 1927 Curriculum, the picture 


is quite different. In her first year the nurse ren- 
ders forty-eight hours of service per week in the 
second and third terms. On this basis her earnings 
at twenty-five cents per hour would amount to 
$384.00 in the first year and she would owe the 
hospital $416.00 at the conclusion of the year. In 
her second year working with patients forty-eight 
hours per week she would earn $806.40 if her time 
is figured at thirty-five cents per hour, and she would 
be entitled to a credit of $6.40. In the third year 
she would earn $921.60 and would be entitled to a 
credit of $121.60. Thus, with the old curriculum the 
cost to the hospital, $2,400.00, is offset by earnings 
of $2,112.00, leaving a balance due the hospital for 
the entire course of $288.00. 


On the basis of this comparison, hospitals which 
are offering courses to nurses at a cost of $800.00 
per year per nurse under the restrictions imposed by 
the 1927 curriculum are entitled to charge tuition 
fees of at least $300.00 for the course, and to offset 
the possibility of heavy losses through first year 
withdrawals it would be fair to ask that the entire 
amount be paid in advance at the time of enrollment 
with provision for refunds to those withdrawing 
in the first ten months. In such hospitals, the charges 
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that hospitals are exploiting nurses are without any 
foundation in fact, yet such assertions have been 
and are quite frequently made of hospitals in gen- 
eral, and the hospital administrator is forced to bear 
the brunt of the generally applied criticism. 


The Shortage of Nurses 


The second point which I would like to discuss 
is the supply of nurses. As I have travelled about 
the country this year I have heard everywhere com- 
plaints of a shortage of nurses. This shortage is 
attributed to various factors. One is the wide ac- 
ceptance of the eight hour day and the spreading out 
of employment among more nurses. As economic 
conditions improve there will be more and more of 
a tendency to approach an increase of about 33% 
per cent in the number of opportunities to do private 
duty nursing as compared with the old twelve hour 
regime. In addition to this the young women of the 
country have been quite generally warned that the 
field of nursing is over-crowded and this has un- 
doubtedly deterred many from entering nursing. 
The public health field is beginning to draw more 
and more heavily upon the available supply of 
nurses. Hospitals are employing increasingly large 
numbers of general duty nurses to offset the effects 
of the eight hour day, and the closer restrictions on 
the use of pupil nurses. The higher cost of nursing 
is also a deciding factor in limiting the supply that 
may be used. If the new curriculum becomes effec- 
tive, the number of hours which a student nurse 
serves patients in the hospital will be cut from 6,192 
per year to 4,288, a decrease of 1,904 hours or 238 
days or 79%% days per year. This again cuts the 
supply of nursing service and the time thus lost will 
have to be made up in some way, probably through 
the employment of both graduate nurses and nurse 
aids. 

For years the hospital school of nursing has been 
looked upon to a certain extent as the “poor man’s 
college.” It has represented an opportunity for 
many thousands of girls to continue their educa- 
tions. It is the very type of educational process to 
which some of the universities are now turning with 
considerable enthusiasm in their cooperative courses 
which intermingle the practical with the theoretical. 
The students in these courses go to school for a few 
weeks or months and then go out into various oc- 
cupations to work at the practical aspects of the voca- 
tion for which they are preparing. Consider the 
plight of the girl who may want to enter the nursing 
field in the future if the new curriculum is in effect 
and along with it a two years’ entrance requirement 
beyond the high school. Many of them now have 
trouble in paying the small tuition fees that are re- 
quired. What will they do when they not only have 
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to finance two years of college but in addition find 
themselves confronted with a professional school 
fee of nearly $900.00? There can be no question 
as to the curtailment of the supply of nurses under 
this regime. After this expensive type of prepara- 
tion, are they going to be willing to do bedside nurs- 
ing, and granted that they are willing, who can afford 
to pay for it? Nurses are not essentially different 
from other groups of human beings and they are 
going to demand remuneration commensurate with 
the outlay which they have made for their training, 
all protestations to the contrary notwithstanding. 


Grading Our Nursing Schools 


The suggestion has been made that only the col- 
legiate schools be given first ranking in the near 
future and that other schools be made to approach 
the standards of the collegiate school as rapidly as 
possible. Other schools will be permitted to exist, 
but only under an academic cloud. There are twenty- 
one collegiate schools in the United States and I 
am certain that I would be very liberal if I esti- 
mated forty graduates to each school per year. From 
these schools we might expect at this rate eight hun- 
dred forty recruits to the field each year. There are 
said to be about 160,000 graduate nurses in the 
United States today and the life of a nurse as such 
is said to average about seven years. This means a 
replacement of one-seventh of 160,000 each year or 
22,857. I can’t say that 160,000 is the exact num- 
ber of nurses needed but if it is, the producing power 
of the collegiate schools is not a drop in the bucket 
when it comes to supplying our needs. 


Let us turn now to a consideration of the quality 
of nursing and some of the possible effects of the 
new curriculum on this item. One of the things that 
I hear constantly from physicians is that nurses are 
not what they used to be. The argument of the phy- 
sicians is that good nurses become such only through 
long hours of practice mixed with common sense, 
good judgment and the ability to make accurate ob- 
servations. In the last two decades they have wit- 
nessed heavy inroads upon the time actually spent by 
student nurses in giving nursing care. As late as 
ten years ago in many schools the actual nursing ex- 
perience of a student nurse completing her course 
amounted to about 9,000 hours. Under the present 
curriculum this time has been cut nearly 331% per 
cent and the new curriculum proposes a further cut 
of nearly 33% per cent. Are the newer ideas in 
nursing education going to make up for this large 
deficit in practical experience? Are nurses going to 
be as well prepared for the job of actually caring 
for the sick? 


Of course it is argued that only fundamental prin- 
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ciples should be taught in nursing schools and that 
nurses should not expect to leave their schools as 
finished products. They should expect to round out 
their experience after graduation. Under this regime, 
almost before they are aware of it, they will have 
lived their allotted span of seven years as nurses, 
the books will have been closed and we shall be ready 
to start all over again, and throughout the whole 
sequence we shall have had only inexperienced nurses 
for the most part. 

Hospital administrators, everywhere, would wel- 
come the more mature student nurse even if the in- 
crease in maturity were only two years. They would 
welcome the better trained, more efficient nurse in 
all branches of nursing but particularly in the im- 


portant executive and supervisory positions where 
there is always a definite shortage of capable women. 
Above all things they don’t want the bedside nurse 
of ability removed from her field of usefulness. They 
want the best nursing service that it is possible to 
secure. They have a friendly, sympathetic interest 
in any program that has for its purpose the better- 
ment of the nurse and the improvement of her work- 
ing conditions. In reaching out for all of these 
things, however, they feel that all of us must be 
governed by the necessity of staying within the limi- 
tations of the financial possibilities of the situation, 
while we do everything possible to maintain an ade- 
quate supply of nurses who are as well trained as 
conditions will permit. 


Hospital Trustees at the Cleveland 
Convention 


THE TRUSTEES’ SECTION MEETINGS 


In order that the hospital trustee who attends the 
Trustees’ Section at the convention in Cleveland next 
September may understand how the questions will 
be discussed and what part he will play, an attempt 
is herein made to illustrate a discussion. 


The question might be, “In arranging for the 
repairs and upkeep of a hospital, is the work done 
by contract, and if so, how many bids are obtained? 
Does the hospital keep on its payroll a handy man 
capable of doing most of the ordinary repairs?” 


A trustee will be called upon to tell what is dorie 
in his hospital. His reply may’ be something as fol- 
lows: “In our hospital such work is in charge of 
the House Committee, which asks three concerns to 
make bids on the work to be done if the committee 
thinks it will cost over one hundred dollars ($100). 
The contract is given to the lowest bidder, as all the 
bidders are supposed to be reliable. If it is a small 
job, a reliable local man may be asked to do the work 
on a cost plus percentage basis after making an 
approximate estimate of the expense.” 


Another trustee called upon may state that his 
hospital is fortunate enough to have a trustee expe- 
rienced in all kinds of construction, and the matter 
of repairs and upkeep is left to his judgment. He 
may hire local men to do the work under his super- 


vision, pay the going rate of wages, and purchase 
the necessary materials to do the work. 

A third trustee called upon might reply that his 
hospital was large enough to employ a handy man 
capable of doing what was necessary. He knows 
about painting the rooms and looking after the upkeep 
of the floors, can repair the electric fixtures, and 
with the help of the engineer can do what is neces- 
sary for the upkeep of the plumbing and heating 
systems. He is enough of a carpenter to put up 
shelves and make cabinets and tables for the labora- 


' tory, the library, and other parts of the hospital. 


At this point volunteers would be asked to give 
their experiences, and other points not brought out 
by the previous trustees might be suggested. Small 
hospitals of fifty beds or less would, undoubtedly, 
rely on local men to do their repairs, while hospitals 
of two hundred beds or over would regularly em- 
ploy a man whose duty was to see that the door 
hinges did not squeak or the water faucets leak. 
In these times of unemployment master carpenters 
and plumbers are glad to have steady jobs, and fine 
workmanship with intelligent planning and buying 
of material may be had at a very reasonable cost. 

It is hoped that this may give a slight idea of the 
benefit which may be had by taking part in the 
Trustees’ Section. 
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An Up-to-Date Central Dressing Room 


Modernizes an Old Hospital 


MARY V. STEPHENSON, R.N., F.A.C.H.A., SUPERINTENDENT, and 
ORA M. HENNINGER, R.N., SUPERVISOR 
Hospital of the University of Pennsylvania, Philadelphia 


ee HOSPITAL DISCUSSED in the following 
article has been built unit by unit as the demands of 
the medical and teaching work increased and as the 
money became available. Hence the ultimate result 
has been a decentralized, scattered physical plant, 
covering two city squares, with the various pavilions 
which constitute the main hospital connected by long, 
broad corridors some of which of necessity have 
ramps. 

Since progress is the desire of any active organ- 
ization, so it has been in the hospital. Within the 
past. few years the central dressing room has helped 
to promote a better and greater service to the patient, 
the physician, the hospital, and the nurse. The stand- 
ardization of supplies and equipment has increased 
efficiency to a great extent, and at the same time has 
tended to decrease the hospital expenditures. 


First Steps Toward a Central Dressing Room 


Previous to the establishment of a central dress- 
ing room in this hospital, each ward was equipped 
with the supplies essential for the various needs of 
the unit. A dressing-room nurse under the super- 
vision of the head nurse cared for the trays and as- 
sisted with the surgical dressings and treatments. 
In January, 1931, a Central Supply Room was or- 
ganized for the preparation of all intravenous solu- 
tions and emergency and fracture equipment, with 
the exception of the orthopedic department’s sup- 
plies. A graduate nurse was employed by the hos- 
pital solely for this work. This small beginning was 
the nucleus for the fully-equipped department which 
we now have and proved a tremendous aid in caring 
for the approximate 10,000 patients admitted an- 
nually to the hospital’s 598 beds. 


Under this preliminary regime the solutions were 
made with great difficulty in the Dressing Room of 
the Men’s Surgical Ward. Many times while the 
solutions were being prepared, this important work 
was interrupted by surgical dressings and treatments. 
There were various other handicaps, although even 
this step was a distinct improvement over the old 
méthod. Reactions from intravenous infusions were 





reduced to a minimum by the centralization of solu- 
tions and the severity of the chills was also greatly 
lessened. 

In the beginning the Splint Room was located in a 
very small, out-of-the-way corner and consisted of 
only a very few essential splints and a very great 
deal of useless material. It too has grown in con- 
nection with the Central Dressing Room to a depart- 
ment which includes complete fracture and emer- 
gency equipment. The emergency equipment con- 
sists of a Drinker respirator, seven oxygen therapy 
machines, and carbon-dioxide tanks with masks. 


After many weeks of study and thought the or- 
ganization of the Central Dressing Room was begun 
on May 22, 1934. This construction had been de- 
layed until this time because it was impossible to find 
a suitable location with a sufficient amount of space. 
It was through the courtesy of one of our staff mem- 
bers that an old surgical operating room and amphi- 
theater was procured for this project. This amphi- 
theater was quite suitable in design for this purpose 
but much renovating was needed to produce the 
present convenient arrangement. Considerable en- 
thusiasm was manifest throughout the entire hospital 
and the complete cooperation of the hospital staff 
was assured. In preparation, various hospitals 
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Diagram of Dressing Room. (4) Represents Nurses’ 
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throughout the city and eastern states were visited 
in an effort to insure the institution of those methods 
which might be the most modern and best suited for 
this hospital, and through this investigation many 
valuable suggestions were obtained. 


The nurse in charge, assisted by two other grad- 
uate nurses, one of whom is on night duty, four 
student nurses, and a full-time helper made up the 
staff of the dressing room. 


Little by little the trays, rubber goods, dressing 
carts, solutions, and many miscellaneous articles 
were collected from the departments until the time 
of the formal opening on July 15, when the dressing 
room was beginning to assume an orderly and sys- 
tematic aspect. 


A New Department Means New Rules 


A list of rules were distributed to each intern and 
department in order that a better understanding of 
the methods for dispensing the supplies might be 
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had. A schedule of hours for ward dressings was 
devised and agreed upon by the surgical staff. Indi- 
vidual dressing trays were prepared for surgical 
dressings on the private floors. 


As the result of careful planning and prudent fore- 
thought, the change to the central method of dis- 
tributing dressings and supplies was brought about 
without any particular confusion, and the system has 
continued to function smoothly since its adoption. 


Mimeographed requisition blanks have been in 
use for presentation when obtaining supplies, and 
these are kept on file until such equipment is re- 
turned. All rubber goods, including air rings, hot 
water bottles, ice caps, and collars, are numbered, 
and this number is recorded on the requisition blank 
before filing. 


Preparation of Intravenous Solutions 


In view of the importance of the proper prepara- 
tion of intravenous solutions it has been proved bet- 
ter to have one graduate nurse responsible for this 
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Requisition for Supplies 


Date taken. RS 2 


Name of Article... ........ 


By whom taken... 


-0-0-0- 


Date ret'd.......... 
By whom returned... 
Condition .... 


Signed, C.D.R. Nurse 





Requisition Slip for Supplies 


work. An elaborate method is employed for wash- 
ing the glassware used in connection with these solu- 
tions; green soap and water are used for this pur- 
pose and all glassware is thoroughly washed with a 
bottle brush and is then rinsed well. Chromic acid 
solution is used as an oxidizing agent. The flasks 
are rinsed six times in warm tap water, followed by 
four rinsings with water which is distilled as it is 
used. Dumas French filter paper, double thickness, 
is used in the filtering process. As a precautionary 
measure against the possible presence of lint or other 
particles, the first two-hundred c.c. of distilled water 
which filters through is discarded. The paper is 
changed after not more than two liters of the solu- 
tion have been filtered. Sodium chloride is prepared 
in all the required strengths and glucose up to a 
concentration of fifty per cent; sodium citrate two 
and one-half per cent for blood transfusions and 
sedimentation rates is also made. Chemically pure 
powdered glucose is used and is made up in saline 
solution. Intravenous dyes and miscellaneous solu- 
tions are likewise prepared. 


The flasks are capped with one layer of eye gauze, 
a plug of non-absorbent cotton, and a paper flask 
hood. These caps are stamped with the kind of solu- 
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tion and the date. A narrow piece of tape is wound 
once around the top of the cap and pinned; a wider 
piece is used to secure the bottom of the cap close 
to the flask. The solutions are sterilized by autoclav- 
ing once for twenty minutes. They are discarded if 
not used within forty-eight hours. However, any 
saline solution that is left over is put aside and used 
for hypodermoclysis. The solutions are kept warm 
and ready for use; a special section of the cabinets 
is reserved for this purpose and is warmed by heat 
circulating through holes in the shelves from steam 
pipes under the cabinet. 


Enamel pitchers of various sizes with removable 
lids of chrome are used for irrigations. Those de- 
partments requiring large amounts of sterile water 
have been furnished with two one-gallon pitchers 
which are sterilized daily. For each private patient 
needing sterile water irrigations a two-quart pitcher 
has been supplied from which a pint pitcher is filled 
for individual irrigations. This simple method has 
been very satisfactory. To prevent any possibility 
of mixing the drugs or flasks, irrigating solutions are 
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TRANSFUSION (ADULT TRAY) 





Burette graduated with gauze 
to & 3'bandage hanger 

Tubing (black) 3* l' 

Glass connection 

Medicine glasses 

Syringe 2 c.c. 

Luer-Kauffman 

Pipettes 

Tourniquet witn Kelly 

Small pes. tubing @ adaptors 
Haemostats (straight) 
Hoffman clamp 
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Transfusion Set-Up 






prepared at a different time from the intravenous 
solutions and by a different nurse. 


Intravenous and Transfusion Trays 


Complete trays are set up for all intravenous and 
transfusion work in which specially prepared tubing 
is used. Hard black rubber tubing is treated by 
boiling for one hour in a five per cent sodium bi- 
carbonate solution, followed by a thorough rinsing 
in cold water; the tubing is then boiled in plain tap 
water for another hour and again thoroughly rinsed 
and dried. After use, the burette and tubing are 
rinsed immediately in cold water, following which 
they are washed thoroughly in green soap and water, 
rinsed with tap water, then with distilled water, and 
dried before again being sterilized for use. 


A printed list of the set-up, including lengths of 
tubing, is checked when trays are set up. This is 
re-checked by the head nurse, signed by each, dated, 
and then pinned to the outside of the cover. These 


slips are returned with the trays and are used to 
facilitate checking material upon its arrival back in 
the dressing room. As a further aid in the stand- 
ardization of trays, a complete diagram of the sup- 
plies in each set-up is conveniently located above the 
preparation table. 


The tray covers are made of heavy unbleached 
muslin with a large pocket in the center which fits 
the various sized trays. In order to eliminate the 
use of pins which might pierce the tubing, four 
pieces of tape are sewed to these covers as a means 
of fastening them. The person returning the trays 
is held responsible for any articles that are missing, 
and thus it is possible to prevent much loss of equip- 
ment. It is to be desired that a nurse from the dress- 
ing room accompany all intravenous and transfusion 
trays and assist with the procedure, but so far this 
has been impossible. 


Scrub-up and Hypodermic Trays 


It is the duty of the night nurse in the dressing 
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room to inspect the scrub-up and hypodermic trays on 
each department and change the needles and sterile 
water each night. The supplies for these trays are 
all furnished and sterilized by the dressing. room. 
Insulin needles are ordered according to the number 
of doses to be given in the following twenty-four 
hours; these are prepared in a special enamel cup 
with a lid and autoclaved. It is also the duty of the 
night nurse of the dressing room to leave a supply of 
gloves for rectal and vaginal examinations in each 
ward on a tray designated for this purpose. She 
collects the requisitions for the supplies to be needed 
by the departments in the morning, including 
syringes and tubes for blood specimens and other 
routine trays. These supplies are assembled during 
the night and taken to the various departments by 
the nurses as they go on duty. Gastric analysis and 
duodenal drainage trays are dispensed complete with 
numbered tubes, duodenal tube and bucket and 
syringe. The technique in catheterizing and douch- 
ing is very easily carried out as the trays are fully 
equipped with gloves and solutions upon leaving the 
dressing room. 


Individual Private Case Tray 


To care for the dressing of the individual private 
case, a tray with all the required material is in readi- 
ness. This tray includes the following: 


Newspaper bag for soiled dressings 

Jar with drainage tubes and rubber dam 

Jar with sterile cotton balls 

Flask of Alcohol 70% 

Iodine 5% 

Mercurochrome 5% 

Peroxide of Hydrogen 

Collodion 

Bandage 1” 2” 3” 

Adhesive 14” 1” 2” 

Dressings 

Sponges 

Abdominal pads 

Applicator sticks 

Sterile safety pins 

Tape (for makng Montgomery straps) 

Various types of packing 

Sterile plain tubes 

Sterile culture tubes 

Sterile nurse’s forceps 

Simple tray 

Sterile gloves 

Sterile cover 

These trays are likewise requisitioned during the 
night and any special supplies, such as irrigating 
outfits or clip removers, are written for with the 
tray. To insure the return of all material on these 





Surgical Dressing Cart 


Courtesy of Surgical Nursing. Eliason, Ferguson and 
Lewis, J. B. Lippincott, Publisher, Philadelphia, Pa. ! 


trays the covers have been stamped with numbers 
and the private duty nurse is held responsible for 
the number charged to her patient. 


Surgical Cart Equipment 


To care for surgical dressings on the wards each 
surgeon has a cart furnished with materials suitable 
for the redressing of patients on his respective ser- 
vice. The following is a list of the average equip- 
ment on each cart: 


Dressings 
Sponges 
Dry sterile cotton balls 
Alcohol sponges 
Jar for sterile forceps in alcohol 
Jar for unsterile forceps in alcohol 
Iodine 5% 
Mercurochrome 5% 
Peroxide of Hydrogen 
Benzene 
Collodion 
Silver Nitrate sticks 
Flask of Alcohol 70% 
Simple trays 
Tray containing— 
Alcohol lamp 
Matches 
Leur syringe 
Aspirating needles 
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Clip removers 
Scalpel 
Probes 
Sterile safety pins in tubes 
Rubber bands 
Jar for bandage 
Jar with various kinds of packing 
Applicators 
Tongue depressors 
Sterile culture tubes 
Sterile plain tubes 
Sterile gloves 
Sterile cover 
Jar with drainage tubing and rubber dam 
Vaseline gauze 
Paraffin mesh, if being used 
Sterile pads 
Montgomery straps 
Irrigating outfits 
Physiological Saline solution 
Boric solution 
Boric ointment 
Zinc ointment 
Vaseline 
Spatula for spreading ointments 
Newspaper bags for soiled dressings 


Urologic Service Carts 


The carriage for the urologic service is supplied 
with the various types of sterile catheters and con- 
necting tubes. The one for the neuro-surgical ser- 
vice is equipped with sterile cotton, cerebellar head 
rolls, sand bag, mackintosh, and a special head tray 
consisting of dressings, cotton balls, cotton, bandage, 
sponges, applicator sticks, drape, and instruments; 
it is also supplied with thyroid dressings, collars, 
and narrow Montgomery straps. Each night these 
carts are thoroughly cleaned, sterile containers au- 
toclaved, and re-equipped with sterile supplies. The 
carts are thus ready for the dressings each morn- 
ing. They are kept in the Dressing Room and when 
sent to the various departments are accompanied by 
a member of the Dressing Room staff. 


As each nurse comes to the Dressing Room, she is 
instructed in dressing technique and is observed by 
the nurse in charge as she dresses with the doctor 
before she is permitted to dress alone. 


The carts are equipped with a small Mayo table 
in one corner, which is placed in position convenient 
for the doctor, and upon it are placed the articles 
needed for the dressing. Individual dressing trays 
consisting of four instruments—scissors, forceps, 
haemostat, and groove director, are set up in a 
suture basin with an envelope cover of muslin. As 








the soiled dressings are removed, they are placed in 
an emesis basin which has been lined with a news- 
paper bag folded and pinned so that the bag can be 
opened and the dressings completely wrapped. 
When the dressing is completed, the soiled dress- 
ings are wrapped in this bag and placed in a large 
bucket on the cart. This bucket is emptied in a 
covered dressing can before the cart is taken from 
one department to another. One end of the lower 
tray is reserved for contaminated materials. Con- 
taminated muslin covers are disposed of on the de- 
partments. When the dressings are completed the 
carts are returned to the wash room where they are 
cleaned and straightened before being taken to the 
main Dressing Room. They are then immediately 
re-equipped and made ready for subsequent use. 
Since the opening of the Dressing Room Zobec 
sponges have been in use. These are manufactured 
dressings containing cotton and have been substi- 
tuted for the regular gauze dressing. Except for 
otolaryngologic and neuro-surgical cases, they are 
preferred by the physicians and the cost is much 
less than that of plain gauze. 


Syringes 


All used syringes are separated and immersed in 
a solution of Sodium bi-Carbonate to dissolve any 
film that might cause them to stick. They are then 
washed in green soap and warm water, rinsed, paired, 
and done up for autoclaving. All syringes which 
are stuck are opened in the Dressing Room by a 
special instrument made for this purpose. However, 
for the benefit of those institutions which might not 
be in a position to purchase an apparatus for this 
particular work, it might be said that before the 
acquisition of this equipment an equally successful 
method was employed here, which consisted of the 
following steps. A piece of strong rubber tubing 
with an adaptor secured firmly in each end was at- 
tached to the stuck syringe and a syringe of water 
was used on the other end to apply pressure. At 
the same time a piece of 3” bandage was tied to 
the barrel of the stuck syringe and pulled firmly and 
evenly. Three persons were needed to carry out 
this procedure satisfactorily in order to prevent the 
breaking of either of the syringes. 


Needles 


As needles are of such importance in the work 
of the hospital, great care is exercised in preparing 
them for use. After each usage they are cleaned 
thoroughly with a stilette, a syringe, green soap, 
and water; the hilt is cleaned with an applicator 
stick. Next they are syringed with alcohol, after 
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which they are placed in a warming closet to dry. 
They are then examined and, when necessary, 
sharpened. The nurse in charge is responsible for 
the sharpening and assembling of needle sets. Each 
needle is oiled on the outside with paraffin oil. 
Needle sets, with stilettes beside each needle, are 
kept in readiness for all treatment trays. The sepa- 
rate needles are placed in glass tubes of various 
lengths, plugged with cotton, and autoclaved. No 
stilettes are placed in these needles except for those 
of No. 23 gauge or smaller. 


All instruments are first cleansed with cold water, 
scrubbed with hot water and green soap, and then 
rinsed in a very hot solution of benzene. After they 
are dried, they are oiled slightly with paraffin oil 
and made ready for sterilization. 


Standard Trays 


The following is a complete list of the standard 
trays available in the Central Dressing Room, and 
gives the number of these trays which are regularly 
kept on hand: 


Tranfusion pi eee ee 10 
1 ears 10 Vasoligation ...... 1 
Re xe tetuans 2 Vasosection ...... 2 

Intravenous ...... 18 Cystography 

Phlebotomy ...... 6 pA 1 

Venesection ...... 1 I ine dices 1 

Venoclysis ....... 12 Urography ....... 1 

Hypodermoclysis ..17 Rubber Dam 

Sub-cutaneous .... 1 Dressing ....... 2 

Paracentesis ...... 3 Irrigating Outfits 

Thoracentesis ..... 3 Urological ...... 6 

ees ae + FO 6 awaes 24 

Hemorrhage ...... 1 POR nas winieniss 15 

Hemorrhage MI casa aieas 8 
Accessory ...... eo eee 5 


Lumbar Puncture. . Irrigating jars. ..20 





1 
6 
Arterial Puncture... 1 
Fever Therapy..... 4 
Radium Removal... 2 
7 


Pneumothorax .... 
Hot Wet 
Dressings ...... 6 
Preparation ....... a 
Proctoclysis ...... 18 
Catheterization 
ie 8 
Female ........ 18 
i Eee eee 1 


Bladder Irrigation.. 5 


Gastric Analysis... 5 
Duodenal Drainage 5 


eer 25 

CO Sos oie na ema 45 

Neuro-surgical 
Dressing ....... 7 


Ventricular Tap... 2 
Venous Pressure... 1 
Turpentine Stupe.. 6 
Dakin’s Irrigation... 2 
Mortuary Packs 
Ps Sate vee 11 
Child 


Other miscellaneous articles kept and cared for 


by this Department are: 


Emergency equipment 
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the Louisville Hospital Council. 


Fracture equipment 
Sand pillows 

Room cooling apparatus 
Bed cradles 
Thermo-regulated cradles 
Side-boards 

Vapor tents 

Croup tents 

Drainage bottles and tubing 
Wangensteen apparatus 
Inhalators 

Hot plates 

Thermolights 

Electric heating pads 
Hair clippers 

All sizes of tubing 
Shock cabinet 


The departments also obtain all gauze supplies 
by requisition from the Central Dressing Room. In 
turn the Dressing Room requisitions the gauze sup- 
plies which it requires from the hospital storeroom 
three times a week; all other supplies needed by the 
Dressing Room are requisitioned weekly. 


In order to insure perfect sterilization, the labora- 
tory of the hospital makes a thorough check of the 
supplies of the Dressing Room at stated intervals; 
this includes all types of supplies. Once each month 
the water still is thoroughly cleaned and the water 
is afterwards tested by the laboratory. 


It is hoped that even greater efficiency in all phases 
of the department may be obtained as time passes 
and it is felt that this is certainly possible with com- 
plete co-operation between the members of the hos- 
pital personnel. 





Louisville Hospital Council Elects 
New Officers 


H. L. Dobbs, superintendent of the Kentucky 
Baptist Hospital and president-elect of the Kentucky 
State Hospital Association, has been elected head of 
He succeeds J. 
Ernest Shouse, superintendent of Norton Memorial 
Infirmary. 


Other council officers are Lee Babcock, a member 
of the Board of the Deaconess Hospital, vice presi- 
dent, and Adeline M. Hughes, superintendent of the 
Jewish Hospital, secretary-treasurer. 
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Every indication points to a maximum attendance 
at the Cleveland Convention. Influenced by the fa- 
vorable geographical location of the convention city 
and the improved financial condition of hospitals, 
record-breaking numbers of trustees, administrators, 
and other executive personnel are planning to attend 
the thirty-eighth annual convention of the American 
Hospital Association. 


American Hospital Day 
Friday, October 2 


The Great Lakes Exposition being held in Cleve- 
land this summer is an added attraction and mem- 
bers and visitors will find it worth while to stay over 
Friday of convention week to see the Exposition and 
participate in American Hospital Day. A short pro- 
gram will be conducted by the Association in the 
evening. Cleveland hospitals are organizing a large 
chorus of nurses, a symphony orchestra will play, 
and there will be brief talks by members of the 
Association. A similar program was attended by 
thousands at the “Century of Progress” Exposition 
in Chicago following the Milwaukee convention. 


Newton D. Baker to Be Banquet Speaker 


We are most fortunate in the acceptance of New- 
ton D. Baker of Cleveland to be the guest speaker 
of the convention at the annual banquet, Wednesday 
evening, September 30. Mr. Baker, a resident of 
Cleveland and the war-time Secretary of War, is 
internationally known. His radio addresses over 
nation-wide hookup in support of community 
chest campaigns, have endeared him to the Amer- 
ican public. In 1933 he was awarded a medal by 
the National Institute of Social Sciences for “serv- 
ices to humanity.” Whatever Mr. Baker has to say 
can be depended upon to be worthwhile. 


The Programs 


On the program will be found topics of current 
interest and importance to hospital executives. One 
problem that is facing most voluntary hospitals is 
the rehabilitation of their buildings. Reduced finances 
during the years of the depression left no alter- 
native for hospitals but to postpone the proper main- 
tenance of their buildings and the replacement of 
used and obsolete equipment. Most hospitals are 
now faced with emergency needs for repairs, re- 
placements, and for the purchase of newly devel- 
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oped equipment which will enable them to give the 
latest and most efficient service to their patients. 
What could be more fitting than that the theme of 
one program will be “New Hospitals for Old.” 

At the present time in nursing there are at least 
two subjects of major interest, the proposed revi- 
sion of the curriculum for schools of nursing and 
the increased use of trained attendants to supple- 
ment graduate nursing service. The new curriculum 
has been presented at most state conventions and has 
aroused very animated discussions. There still re- 
mains further necessity for its serious consideration 
on the part of hospital administrators. Many inter- 
esting experiment are being made as to the value of 
nurse atttendants and to the extent to which they 
may be used as supplementary to graduate nursing 
service. A sound study of this subject is indicated 
and a review of the experience gained to date will 
be most helpful. 

The recent federal social security legislation has 
necessitated similar legislation in most states. The 
result is a number of states have completely revised 
their public welfare laws. Hospitals are concerned 
in receiving just consideration so that adequate pro- 
vision may be made for the hospital care of pen- 
sioners and other indigents. Consideration of de- 
sirable legislation will be included in the program. 
Coupled with hospital care of indigents is the grow- 
ing establishment of central admission bureaus, 
which place admission of indigent and part-pay pa- 
tients on a common basis. A study of those now in 
operation is of real importance to many hospitals. 

While uniform accounting and its resultant, the 
compilation of uniform statistics, have been dis- 
cussed for a number of years, it would appear that 
hospitals now are approaching their goal. With a 
demonstration of this subject planned for one of 
the programs, and an opportunity for consultation 
in the educational exhibits, it is hoped that many 
hospital administrators will take advantage of this 
opportunity to have any questions answered that 
they may have regarding the recently recommended 
uniform accounting procedure. 

Hospital councils and group hospitalization con- 
tinue to be of major interest. A special demonstra- 
tion of group hospitalization is planned both on the 
program and in the educational exhibit. Here is an 
opportunity to receive authentic information regard- 
ing plans in successful operation from those actively 
in charge of their promotion. 
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A stage demonstration of canned goods, showing 
the quality of cut samples and a discussion of label- 
ing will take the place of the canned goods exhibit 
which was originally planned. It is considered that 
this subject will be covered better by opening sample 
cans from experimental packs and explaining the 
nature of information to be gained, thereby, than 
can be covered by an exhibit of unopened cans. 
This will be of particular value to all who have to 
do with the purchase of canned goods. 


Technical Exhibits 


Keen interest is being shown in the technical ex- 
hibitions of the manufacturers and dealers of hos- 
pital products. Both the arena and exposition hall 
of the Public Auditorium will be occupied by ex- 
hibits. Sale of space has been very rapid, and al- 
most all available space has been reserved. 


Many improved and numerous new products will 
be displayed. Here will be found new anesthesia 
agents, as cycloprane, and improved equipment for 
the administration of anesthesia gases, which effects 
great economy. Improved kitchen equipment, with 
new models developed for special purposes will be 
shown. New methods of photography and new 
types of film will be demonstrated. There will be 
new medicinal preparations on display and new 
methods shown for administration of intravenous 
solutions. 


There are new developments in oxygen therapy 
and new physical therapy equipment to be seen, such 
as that designed for passive vascular exercise. New 
and more precise laboratory equipment will be on 
display. Newly designed plumbing equipment, as 
well as other types of building equipment, and more 
efficient materials for maintenance are included in 
these exhibits. There will be shown all the recent 
advancements in surgical and medical equipment. 
New designs are continually being developed, pos- 
sessing greater facility for use. In fact, this expo- 
sition will present all developments in the hospital 
field by manufacturers and dealers for the benefit of 
the hospital consumer. 


The chief factor that makes the exhibits of added 
value, however, is the contact with the men attending 
these exhibits as representatives of their firms. Here 
are to be found the owners and executives of the 
different companies, the research men who are de- 
veloping new products, the technical men who are 
devising new and more efficient methods of use, 
and the salesmen who are most familiar with their 
products. Information as to future developments, 
best operating procedures, and complete technical 
data, and advice and instruction on equipment al- 
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ready in use, can best be gained by consultation with 
the men in charge of these exhibits. A day spent in 
the exhibit halls will produce new ideas as to econ- 
omy and additional services which will improve your 
service to the patient, popularize your hospital, and 
many times increase your revenue. 


Educational Exhibits 


It has been previously noted that every effort is 
being made to make the educational exhibits of prac- 
tical value. A model pharmacy for a 100 bed hos- 
pital will be shown; books to be recommended for 
hospital patients form the library exhibit ; an exhibit 
will be devoted to housekeepers’ interests by the 
National Executives Housekeepers’ Association ; 
and there will be exhibits devoted to public health 
activities, crippled children, and occupational ther- 
apy. These are a few of the educational exhibits 
not previously noted. 

With improved conditions, hospitals are taking on 
new life. The convention of 1936 at Cleveland will 
reflect changing conditions and the awakening in- 
terest in new endeavors. A most successful meet- 
ing is assured. 


Practical Demonstrations to Be Presented at 
Cleveland Convention 


One of the special features of the Cleveland Con- 
vention will be the practical demonstrations of clini- 
cal administrative and purchasing procedures, under 
direction of specialists in the respective fields and 
on the stage of the Convention Hall. 

These demonstrations will illustrate the various 
activities of the hospital under actual working con- 
ditions. They will draw a large attendance of in- 
terested delegates, and will constitute one of the 
most instructive parts of the Convention Program. 

1. Hospitat AccouUNTING— 

To demonstrate the application of the Uniform 
Accounting Procedure recommended by the 
American Hospital Association. To be devel- 
oped by special Cleveland committee, Lee S. 
Lanpher, chairman. 

2. Hospitat SErvicE PLANS— 

To demonstrate the presentation of the plan to 
both the employer and the employee. To be 
conducted by the Cleveland Hospital Service 
Association, John A. McNamara, chairman. 

3. SurGIcCAL TECHNIQUE— 

To demonstrate acceptable operating tech- 
nique, with emphasis on the things that are to 
be avoided. To be presented by a special Cleve- 
land committee, Dr. G. E. Follansbee, chair- 
man. 
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4. OBSTETRICAL TECHNIQUE— 
Demonstration to show the application of the 
recommendations of the American Hospital 
Association for proper maternity care. To be 
presented by the Ohio Hospital Obstetrics 
Society, Dr. C. S. Woods, chairman. 

5. Meat Cuttrrnc— 

One side of beef and one carcass of lamb will 
be cut, showing types of cuts, quality and food 
value of each. To be presented by D. W. 
Hartzell, of Swift & Company, Guy J. Clark, 
chairman. 

6. CANNED Goops— 

Representative cans of experimental packs will 





be cut and full explanation given of labeling, 
quality, and other information to be gained. 
To be conducted by National Canners Asso- 
ciation, Guy J. Clark, chairman. 


7. THERAPEUTIC DieT K1ITCHEN— 


Demonstration of acceptable practice in thera- 
peutic diet kitchen service. To be conducted 
by the Cleveland Council Committee on Die- 
tetics, Dr. H. L. Rockwood, chairman. 


Cleveland’s hotels are all conveniently located, and 
are among the best on the continent. Following is 
a list of the hotels with their locations, capacities, 
and rates: 


Hotel Rates in Cleveland Downtown Hotels 


Hotel No. of Room—One Person Room—Two Persons (with Bath) 

Name and Location Rooms with Bath Double Bed Twin Beds 
ALLERTON 

ee ae. a 550 $2.50 to 3.00 $4.00 $4.50 
AUDITORIUM 

ee 5. are err 300 2.00 to 3.00 3.50 to 4.50 5.00 to 6.00 
CARTER 

Pretest Od EU Bhi sins sn cecanase 600 2.50 to 5.00 4.00 to 6.00 5.00 to 8.00 
CLEVELAND 

ee NE bea vi cddnndeewernrs 1,000 2.50 to 6.00 4.00 to 6.50 5.00 to 10.00 
HOLLENDEN 

Superior and E. 6th St.............. 1,000 2.50 to 5.00 4.00 to 6.00 5.00 to 12.00 
OLMSTEAD 

Sapeion end. BE: CU Sts osc. ewevccvee 300 2.00 to 4.00 3.50 to 5.00 5.00 to 6.00 
STATLER* 

Mocs at TE. Gilad Gta vase evsncccscs 1,000 2.50 to 6.00 4.50 to 8.00 5.00 to 8.00 

Residential Hotels Located Out of Downtown Area 

ALCAZAR 

Surrey and Derbyshire Rd............ 300 $3.00 $5.00 $5.00 
BOLTON 

Carnegie and E. 89th St.............. 284 2.50 to 3.00 3.50 to 4.00 5.00 
DEVON HALL 

eS ee eee eee 239 2.00 to 3.00 3.00 3.00 
FENWAY HALL 

Becid oad ©. 107 Gs St... . ici vce vee 400 3.00 to 4.50 5.00 to 7.00 
LAKE SHORE 

12506 Eaeoweter Dr... 060-65 cecess 494 3.00 5.00 6.00 to 8.00 
PARK LANE VILLA 

Park Lane and E. 105th St........... 350 3.00 5.00 5.00 
SOVEREIGN 

ag a ee. ee 400 2.50 4.00 5.00 to 6.00 
WADE PARK MANOR 

Park Lane and E. 107th St........... 400 3.00 to 4.00 5.00 to 6.00 
WESTLAKE 

Blount Rd. and Rocky River......... 400 2.50 4.00 4.50 


*American Hospital Association Convention Headquarters. 
















HOSPITALS 








August, 1936 





(>. OF A TOTAL of 6,014 hospitals in the 
United States, exclusive of those in Alaska, the 
Canal Zone, and our insular possessions, 2,918 have 
more than one hundred beds and bassinets each, and 
3,096, or more than half the total number of hospi- 
tals, have less than one hundred. 


The number and distribution of small hospitals 
emphasize their importance to the hospital service 
available to a large portion of our population, and 
particularly to our small cities and the rural com- 


75-100 beds 
Hospitals Beds 

Plast oe bd cho loe a tacienane 11 991 
pe OE Oe Pere ee 5 417 
FST Pee POTEET oes e 1 81 
Ns ac at ut cd ve isi aul 25 2,302 
SERS ESE ERS ee eee! 11 923 
Ce Boi cc oh wk eae 4 362 
NO Sai i Si cio bc ganate 1 87 
District of Columbia............. 2 180 
he es bs oh oe Verses 6 518 
EOE CE ee Le re + 316 
1G 1 Sa ae Rani tea es ene ra to 1 100 
RUIN has Cie Sig we aes nee ae 29 2,602 
LUSCH tS apres Oc anen ate Ramee ree 4 384 
RGA ities ce ts Ah an Be a te ee 14 1,307 
LOS CO Cae ea ene aa ee re as 9 774 
ee ee ere eee 8 706 
ESGuUISlaial hi Ac vies cote ero me 5 479 
[GOT SORES, ps or eka pr Se 5 448 
ES nhs iru aw a ae mee 6 559 
ee 24 2,141 
ES 6 xn 65 9.34.0 Seen ores 13 1,182 
I iii se 4 co nn oe 8 704 
RE eee eee rere 5 439 
DN iin UC ks Sed aa 8 dstwa ee 11 1,007 
58 cS eloinea sweeter es 5 446 
RE St a es pay 5 425 
RN OUMAR ee his te age W's oihiwin alin’ OEE EA 0 0 
pe, 5 462 
INE pia es fs 9 797 
TR als Cis os Owes 5 433 
SE er ee ae ry ee 47 4,182 
DE CNS 5 ae oh Pea 85 13 1,150 
INGGEH DIANOla sols Seance es 7 637 
So av edircs hi eoines 15 1,318 
NE cores 3. 5 scares 6 527 
RE ore sibs oct acters nd 3 429 


The Service of Our Small Hospitals 


munities in which they are located. They provide a 
total of 139,350 beds, or about fourteen per cent of 
all hospital facilities of the United States. Propor- 
tionately their bed occupancy was larger than hos- 
pitals of more than one hundred beds, and propor- 
tionately the number of admissions was larger than 
in the hospitals of greater bed capacity. 


The following table shows the number and dis- 
tribution, together with their bed capacities, of our 
small hospitals : 


50-75 beds 25-50 beds Under 25 beds 

Hospitals Beds Hospitals Beds Hospitals Beds 
14 850 17 590 7 124 
7 424 20 752 7 153 
7 430 10 361 16 312 
29 1,858 71 2,602 41 784 
8 491 16 533 16 255 
9 579 10 364 1 11 
1 64 4 165 0 0 
0 0 1 50 2 39 
11 739 18 659 15 271 
15 755 30 1,059 19 348 
5 296 12 473 12 226 
38 2,440 50 1,926 24 476 
11 668 36 1,388 18 346 
18 1,082 30 1,090 30 551 
16 989 22 860 20 379 
18 1,070 22 780 13 255 
6 408 15 494 8 159 
13 783 14 538 8 170 
8 478 11 415 4 87 
24 1,534 38 1,431 16 341 
28 1,777 40 1,460 41 791 
26 1,510 41 1,509 48 885 
18 1,503 26 876 9 161 
11 695 27 1,035 16 304 
7 447 19 721 4 79 
2 130 17 620 19 350 
3 178 6 246 1 23 
7 439 10 351 4 85 
14 911 20 812 4 73 
7 433 15 552 6 123 
64 3,945 71 2,699 23 445 
21 1,309 54 2,104 15 311 
5 313 11 447 7 121 
19 1,191 52 1,995 14 270 
19 1,125 27 916 33 640 
8 513 14 552 11 232 
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Pennsylvania 
Rhode Island 


Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin 
Wyoming 
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1,932 
139 
629 
314 
926 

2,534 
268 
322 
941 
935 
661 

1,335 
167 


43,528 








Obituaries 


William M. Breitinger 


William M. Breitinger, one of the best known 
hospital administrators in Pennsylvania, and a past 
president of the state hospital association, died on 
Wednesday, June 24, at the Reading Hospital, of 
which institution he was at that time superintendent. 


Mr. Breitinger was born in Harrisburg, Penn- 
sylvania, and upon his graduation from college in 
1898 he went with the purchasing department of the 
Central Iron and Steel Company, and was in their 
service for seven years. From there he went to the 
Harrisburg Light and Power Company as chief ac- 
countant and assistant treasurer, and remained with 
that company for seven years, when he was called to 
the Lancaster General Hospital as director of that 
institution. He served in that capacity for seven 
years, until 1923, when he accepted the superintend- 
ency of the Reading Hospital at Reading. He was 
a charter member of the Hospital Association of 
Pennsylvania, and a charter Fellow of the American 
College of Hospital Administrators. He was always 
active in the work of his state and national hospital 
organizations. 


The growth and development of the Reading Hos- 
pital was largely under his direction. When he went 
to this institution in 1923 they had just started con- 
struction on a new plant located on a forty-acre tract, 
two miles distant from the old Reading Hospital. 

Dr. E. D. Funk, for many years pathologist and 
assistant medical director of the Reading Hospital, 


has been appointed acting superintendent until an 
administrator is selected. 


Harriet S. Hartry 


Harriet S. Hartry, an active life member of the 
American Hospital Association, died suddenly at 
Newmarket, Ontario, on June 12. 


Miss Hartry, one of the best known hospital ad- 
ministrators in the middle west, had been superin- 
tendent of St. Barnabas Hospital, Minneapolis, Min- 
nesota, for twenty-eight years, and a short time 
previous to her death she resigned that position for 
the purpose of taking a well-earned rest. She grad- 
uated from the Brooklyn Hospital Training School 
for Nurses in 1899, and immediately following her 
graduation she was appointed director of the School 
of Nursing of St. Barnabas Hospital, serving in 
that capacity until 1907 when she became superin- 
tendent of that institution. 


She was an active worker in her state and national 
hospital associations, and performed an outstanding 
service for the betterment of hospital standards. She 
was vice-president of the American Hospital Asso- 
ciation in 1933, a delegate of the Association to the 
International Hospital Association Meeting in 
Vienna in 1934, and she was a Fellow of the Ameri- 
can College of Hospital Administrators. 
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Mental Hygiene and the General Hospital 


STEPHEN P. JEWETT, A.M., M.D. 


Visiting Neurologist and Director of Neurological Division, Metropolitan Hospital, New York City 


ee WAS ONCE LOOKED UPON as a 
place where the very poor people of our largest cities 
could be taken in their final illness. Indeed it was 
such a place, for it was well known that most of 
those who entered as patients left via the mortuary. 
In the great municipal institutions of New York 
City the general nursing care of the sick was dele- 
gated to inmates of the workhouse and penitentiary, 
who were brought back and forth to their charges 
and supervised by their keepers. Little wonder that 
rumors of “the black-bottle” still persisted among 
many unenlightened members of society even within 
our times. I well recall occasionally having to com- 
bat that tradition among some of the patients’ visi- 
tors at Bellevue Hospital in the early days of my 
service there. 


Hospital Service To-day 


What a different picture presents itself today! 

Men and women in white constantly on call; resi- 
dent interns, physicians and nurses, whose work is 
checked by more experienced visiting members of 
the staff. Modern equipment of every kind. Well 
equipped and well manned ambulances serve the 
emergent cases. Buildings so magnificent that they 
often awe us. What buildings, and how “we point 
with pride” to their splendor! The majority of the 
patients are no longer admitted “in extremis” and 
most of them leave the institution through the same 
door through which they entered. 

On the surface one might gain the impression that 
little is wrong or wanting in the picture today. I 
take it however, that on this occasion we are privi- 
leged—duty bound perhaps, to look beneath the sur- 
face and critically search for things that might be 
improved. So I begin very pleasurably, I assure 
you, to address this distinguished group on a critical 
analysis of hospitals today from the standpoint of 
mental hygiene. 


Hospitals from the Viewpoint of the 
Mental Hygienist 


I shall confine my criticism of the hospitals from 
the viewpoint of the mental hygienist to two points. 


Presented at the New Jersey State Hospital Association 
Convention at Atlantic City, June, 1935. 
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One is the too frequent failure of the hospitals to 
take into consideration the organisms of their 
patients as a whole. In this connection I likewise 
would include a consideration of the total social 
situation of those personalities, past and current, for 
only by so doing are we able properly to evaluate 
the whole problem of the sick person and administer 
to his wants with the understanding of the true phy- 
sician. And as it is with the physician, so is it with 
the hospital. Thus it is largely a point of view 
which I would present for your consideration today. 


Too frequently indeed, are patients considered 
merely as bundles of organs and of functions of 
organs, rather than as individuals with organs, who 
must make complicated adjustments to forces within 
and to forces and conditions from without. Let it 
not be understood that I would for a moment neglect 
those bundles of organs in themselves, nor the care- 
ful considerations of their functioning, nor indeed 
neglect to call to our aid all the laboratory facilities 
and diagnostic apparatus at our command. Nor 
would I neglect the diligent search for those factors 
in the environment such as hostile micro-organisms, 
allergic substances and the wide variety of other 
physical agents which can damage and poison the 
body and set up unfavorable reactions in the organs 
and tissues. But I would have the hospitals and 
those responsible for the care of the sick persons 
who come for treatment, extend their medical con- 
ception of the term environment. I would have them 
take a much wider variety of deleterious factors for 
their consideration than are included under the usual 
category of physical agents just mentioned. For I 
assure you that were the environment ever so free 
of damaging micro-organisms, animal and vegetable 
parasites as well as toxic and irritant chemical agents 
of all kinds, there still might lurk therein, those 
things which could poison and devitalize the human 
organism, throw it out of adjustment and function 
and so generally disturb that delicate balance between 
health and disease as in many instances to lay the 
basis for structural damage or turn the prognosis 
from a hopeful to a hopeless one. You are aware 
that I speak of human relationships, of attitudes, of 
the spoken word, of things done and undone. 
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The Emotional Life and Reactions of the Patient 

Furthermore I would have you extend your con- 
ception of the human organism to things other than 
the soma. Just as I would have you consider man’s 
medical environment, as it were, from a broader 
viewpoint, so would I have you include in your in- 
vestigations of the patient, his inner emotional life 
and reactions. Nor need you as institutions, nor as 
administrators, as physicians and workers of all 
kinds with the sick, fear that by adopting this wider 
conception of the environment from a medical stand- 
point, and including the emotional lives of the pa- 
tients as part of the data necessary to form a more 
complete diagnosis and understanding of the case, 
that you are losing touch with the scientific ap- 
proach. You are only extending it. You are deal- 
ing with things as real as germs and chemicals and 
you may still remain a monist in your philosophy. 

Not long ago a woman from an up-state village 
went in a bus to the big city. She had read of the 
great medical centers and their wonderful facilities 
for diagnosing and treating disease. 

She went to one of the big hospitals and with 
fear and timidity expressed her wish to be admitted 
for an examination of her intestinal tract because of 
discomfort she had recently had. She was admitted, 
examined, and properly, perhaps, x-rayed quite 
thoroughly and she was discharged. She was told 
that there was nothing wrong with her, and was 
charged $250—which of course was quite right. 

Now about a month later I was asked by a patient 
if I could possibly do something for a life-long 
friend of hers who lived in an up-state village. An 
appointment was arranged and it was kept, as it 
happened, by this same little woman of whom I have 
just spoken. I learned of her prior pilgrimage to 
the city and about which she had spoken to no one. 
I learned that she had been under such economic 
stress for the past few years that she had been liv- 
ing on three dollars a week for food. I learned that 
she had taken the last $300 she had in reserve to 
come to the city for that previous examination be- 
cause for months she had harbored an inner fear 
that she had cancer which fear she could not shake. 
I found she still retained that fear and I found out 
many things during the hour spent with her which 
explained that fear. Years before she had been hit 
in the abdomen by a ball and she had read of a 
woman who had developed cancer following an in- 
jury. She told of an abortion she once had and of 
the burden of guilt she had carried with her all these 
years and how her fear of cancer was connected up 
with this. I shall not trouble you with more details 
of this but merely wish to emphasize the fact that 
to my way of thinking that great medical center had 
not fulfilled all its obligations to that woman as a 
patient when they discharged her. 


tion,” Lord Horder asked. 










Perhaps some of you were so fortunate as to hear 
the address of the Rt. Hon. Lord Horder, of St. 
Bartholomew’s Hospital of London, Physician in 
ordinary to the King of England, during the recent 
convention of the New York State Medical Society. 
A short time previous he had been asked to examine 
a woman who had been put to bed on the advice of 
her physician. Half of the estimated six weeks had 
elapsed and Lord Horder’s permission was sought 
to waive the other half on the ground that she seemed 
so well. On examining her he found no signs of 
somatic disease. Puzzled he asked that he might 
see her alone. When the doctor and nurse had left 
the room the patient said: “You haven’t found any- 
thing the matter with me, have you doctor?” to 
which he replied in the negative. To this the patient 
said: “I did not think you would.” “Why are you 
in bed?” he asked. “Well, you see, doctor, it was 
like this, I am very attached to my husband and I 
suddenly discovered he was keeping another estab- 
lishment or I thought he was. The shock was ter- 
rible and I got no sleep for three nights. I began to 
look so badly that my husband insisted on sending 
for the doctor. He found my pulse so rapid-he sent 
me to a heart specialist. After his examination he 
advised me to go to bed for six weeks.” “But why 
did you not tell him what had caused your palpita- 
“TI tried to,” said the 
patient, “I tried to tell him twice, but each time he 
put his hand up and warned, ‘Don’t interrupt me, 
please, | am making my observations’.” It often 
pays, I assure you, to listen to the patient’s story. 


The Hospital Should Understand the Patient 


Neither the hospital nor the physician should per- 
mit diagnostic instruments and apparatus to stand as 
barriers against understanding the patient as a 
human being, as they too frequently do, but they 
should use them rather as aids to a better under- 
standing of him. 


Not long ago, as I entered the elevator of one of 
our large hospitals, I saw a group of young physi- 
cians busily engaged in discussing the possible out- 
come of an operation in which they had an interest. 
The elevator stopped at one of the ward floors, 
where a timid, frightened appearing little woman 
was wheeled in by her nurse. The young physicians, 
so intent on their case, did not look up, when one 
excitedly expressed the opinion that the patient they 
were discussing, “did not have a Chinaman’s chance 
for her life” and he hoped “they could get a post- 
mortem on her.”’ They walked out at the next floor 
without noticing the look on that frightened little 
woman’s face. 


Perhaps one might wonder what connection these 
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things have with hospitals? The answer is that it 
all depends upon the point of view. Were one’s 
conception of a hospital purely a mechanical one, as 
it were, there naturally would be no connection. But 
it would be as unfortunate for a patient to enter 
such an institution as it would be for him to put him- 
self under the care of a surgeon who had a technique 
of the fingers but no technique of the heart or mind. 
If however, a hospital is more than a pile of bricks 
and mortar—if a fine building no matter how finely 
equipped does not represent a fine institution, then 
the connection is obvious. 


Hospital Personnel and the Patient 


What then should one’s conception of a hospital be? 
From a mental hygiene standpoint, a hospital should 
consist of an organized group of trained workers, 


with high ideals, housed in suitable, but by no means 


pretentious buildings, furnished with adequate equip- 
ment, coordinating all their efforts in behalf of the 
best interests of the sick mdividuals under its care 
for the purpose of restoring them to health and satis- 
factory social adjustments when possible; for miti- 
gating suffering when health cannot be restored and 
of carrying out such clinical research as may be 
compatible with the best interest of the patient. And 
I again emphasize the point that in gathering the data 
necessary to make a diagnosis of the case in order 
to formulate a rational and humane treatment and 
management, that the organism as a whole should be 
considered. 


Now you may have noticed that I have emphasized 
personnel and patients more than I have buildings 
and I have done this advisedly, because from the 
standpoint of mental hygiene, the quality of the per- 
sonnel is the more important. Excellent work may 
be performed in inexpensive buildings when that 
high quality of personnel, and that high standard of 
organization, coordination and cooperation to which 
I have referred in defining the ideal hospital is ob- 
tained. To be sure adequate buildings, with due 
consideration to space, esthetics, conveniences, and 
equipment can be a great help, but without that high 
quality of personnel and the other things, they could 
be worse than a scalpel without the physician’s mind 
and heart guiding it. 


I have stated that I would confine my criticism 
of the hospitals as a clinical neurologist and mental 
hygienist largely to two points. The first directly 
concerns the patient. The second directly concerns 
the personnel and indirectly the patient. 


Human Relationships in the Hospital 


Since a hospital is a place where problems of 
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human relationships become more acute and often 
more distressing than anywhere else, I would ask 
those responsible for engaging the hospital personnel 
to take into consideration in choosing them, the or- 
ganism as a whole. I likewise would ask them to 
take a broader conception of the term health into 
consideration in making their selections of those they 
would train for caring for the sick. By so doing 
the hospital would be doing its patients a real service 
and their own organization as well. 


I would have you bear in mind a few facts. About 
this time each year there are graduated from our in- 
stitutions of higher learning in our country increas- 
ingly great numbers of young people. This year the 
number approximates 112,000 young men and 
women, There will be admitted to our hospitals 
for the mentally ill more than that number of men- 
tally sick persons. More than forty-two per cent of 
all hospital beds are occupied by the mentally ill. 
Is it not time that the general hospitals take more 
cognizance of these things? You will find that fully 
forty per cent of the cases admitted to your general 
hospitals have psychiatric disorders or psychiatric 
complications of their illnesses and that all of them 
will be benefited by taking into consideration the 
organism as a whole. 


The soma is not the whole of man. The psyche is 
not the whole. Man is a complex combination of 
these two—a somato-psyche. The total environment, 
pre-natal and post-natal, has played its role in help- 
ing to form it. So in the medical appraisal of the 
individual and his reactions, let us always keep in 
mind this trinity—the soma, the psyche and the total 
environment. 


Indianapolis Honors the Physicians Who 
Have Staffed Its Hospitals 


Surrounding the Indianapolis City Hospital, and 
connecting it with the James Whitcomb Riley Hos- 
pital for Children and other hospitals of the Uni- 
versity Medical Center, is a memorial park dedicated 
to the physicians who have served the Indianapolis 
City Hospitals and gratuitously cared for patients 
unable to pay. The Women’s Auxiliary has planted 
a lane of elms connecting the hospitals, and as a part 
of the park. 


Preston Retreat, a maternity hospital in Phila- 
delphia, recently celebrated the hundredth anniver- 
sary of the granting of its charter. 
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Try This on Your Hospital 


Hospital Cash Receipts and The Associated Press Graph 
of Industrial Activity 


HARRY E. HESS, D.D. 
Superintendent, Nebraska Methodist Episcopal Hospital, Omaha, Nebraska 


: AssociATED Press Industrial Activity 
and Its Major Influences, 1929-1936, appeared in 
graph form in the national press July 1, 1936. For 
the sake of brevity we shall call it A.P. in this 
article. It was a most interesting and revealing 
study. 


It immediately aroused my curiosity relative to 
the cash receipts of our hospital for the same period 
to ascertain whether (1) our receipts would show 
the same general trends with any degree of uniform- 
ity and (2) to what extent local conditions within 
the radius of our patronage would cause variations. 

The black irregular line in the accompanying 
graph is the A.P. industrial line representing hori- 
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zontally the monthly variations from January 1, 
1929, to May 31, 1936 (89 months) and drawn ver- 
tically to an index of 120 each unit of which is ap- 
proximately one-thirty-second of an inch. The 
dotted line represents the comparative month by 
month cash receipts of the Nebraska Methodist Hos- 
pital of Omaha, Nebraska, for the same period. 


You will observe the same general trend of both 
lines. The Christmas period drops down with reg- 
ularity as in all hospitals. Outside of these sea- 
sonal trends variations of the dotted line regularly 
reflect trends particularly interesting to private hos- 
pital administrators in the great plains region west 
of the Mississippi river. 
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The year 1929 drops well below the A.P. line. 
The loss of some valued medical staff members 
counts for part of this wide difference but the main 
reason is to be found in the disparity between low 
farm prices and highly speculative boom prices of 
industrial stocks, which broke in November of that 
year. 


For the next three years the general trend was 
downward. The inventory boom of 1933 reflected 
favorably for us. 


The year 1934 shows an interesting peak in the 
dotted line due to this interesting fact: the corn crop 
of 1933 was large and selling as low as eight cents 
per bushel. In 1934 the government loaned, directly 
to the farmers, forty-five cents per bushel on corn. 
This fact increased the buying power of the corn 
belt for a time. But this was to be short lived as 
1934 brought the worst drouth on record. With no 
grain carryover for 1935, and the consequent sacri- 
fice of feeding animals a large space again occurs 
between the two lines. Then followed the worst 
winter on record which shows in the 1936 section. 


With some hospitals the cash receipts line will 


average well above that of the A. P. But I venture 
this guess: the general trend will be that of the A. P. 
excepting seasonal holiday drops and the variations 
will reflect local conditions in such a way as to merit 
an interesting study. I should greatly appreciate 
hearing from any hospital executive who makes this 
test. A copy of our test was sent to each member 
of our governing board. Cash receipts from all 
sources were counted excluding, however, all cap- 
ital gifts. 

How can I make the test? 

Take March of 1933 as the starting point where 
the A. P. line reaches one of the two lowest points. 
Our hospital reached its lowest receipts in 1933. If 
yours occurred in 1932 you could start with July of 
that year. Take your cash receipts for that month 
and divide it by 24. Our receipts for March, 1933, 
were slightly under $14,000. This gave me a unit 
of $580 which was represented vertically by one- 
sixteenth of an inch. Light parallel pencil lines were 
drawn vertically representing the months and hori- 
zontally every one-sixteenth of an inch. It was 
then easy to draw into squares the dotted lines from 
the month by month receipts. 








Bed Occupancy 


in New York's 


Public Hospitals 


Dr. S. S. Goldwater, Commissioner of Hos- 
pitals, reports some interesting figures on bed 
occupancy for the first six months of 1936. 


All institutions of the Department of Hospitals 
have a bed occupancy of 97.4 of their capacity for 
the period. The normal occupancy would be around 
ninety per cent. During the first six months’ period 
130,111 ward patients were admitted, as compared 
to 125,981 for the same period of 1935. 


The city hospitals having over one hundred per 

cent occupancy during the period are: 

Bellevue 

Fordham 

Lincoln 

Kings County 

Queensboro 

Sea View 

Riverside 


The death rate in the hospitals for the first six 
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months in 1936 was 8.3 per cent as against 8.2 per 
cent in 1935. 


The total number of patient days was 3,297,750, 
the daily census averaged 18,119, and the average 
duration of hospital treatment per patient was 22.4 
days. The first visits to hospital dispensaries in- 
creased during the first six months from 217,974 in 
1935 to 230,118 in 1936. The total dispensary visits 
was 1,296,918. 


Manhattan Borough, with 23.5 per cent of the 
population of Greater New York, supplies 44.5 per 
cent of the patients in public hospitals; Brooklyn, 
with 37.2 per cent of the population, supplies less 
than thirty per cent of the city’s indigent sick. 


On the day of the last hospital census, Manhattan 
had one sick in the public hospitals for each 220 of 
the borough population; Bronx had one out of each 
666; Brooklyn one out of each 526; Queens one out 
of each 770, and Richmond one out of each 666. 





Hospitals and Legislation 


CARL P. WRIGHT 


Executive Secretary, Hospital Association of New York State 


# OUR COMPLEX LIFE OF TODAY we take many 
things for granted and because we are accustomed 
to the conveniences afforded us we are often too 
busy in our own daily endeavors to even wonder 
from whence they come and utterly oblivious to the 
fact that they might be taken away. 


The Values of the Community Hospital 


One of the commonly accepted conveniences of 
today is the voluntary hospital—exemplified by your 
own community hospital. 


For years this institution has been a very impor- 
tant part of your community life; you pass by its 
doors when in that vicinity, you use it when the 
occasion demands, and you speak well of it to the 
visitor. You take an impersonal pride in the fact 
that you have a first class hospital, well managed, 
staffed by your leading physicians and surgeons and 
with an adequate personnel of competent nurses, 
many of whom are natives of your city. 


I say that you take an impersonal pride in your 
hospital—I am, of course, referring to citizens in 
general—I fully recognize the fact that there is a 
small group of trustees, staff, and friends of the 
hospital who take an active interest. 


Some years ago some one or group recognized a 
need and started this hospital and the fact that it 
has developed into the fine institution it is today is 
evidence that some of your citizens did and do give 
freely of their time, money, and effort. 


I would especially include your medical staff in 
this group for without competent professional serv- 
ice no hospital can develop. 


Having given these special groups full credit, I 
wish to repeat again that the greater percentage of 
your citizenry take only an impersonal pride in your 
hospital. 


This is not intended as criticism but it is essential 
that I establish the point in order to accomplish my 
purpose. 

Let us digress for a moment and look at the hos- 
pital picture in the United States. In 1935 there 
were in cities, towns, and hamlets 2,640 non-profit 
voluntary hospitals, many larger and many smaller 
than your local institution. These represented an 


investment of one billion, three hundred thirty-eight 
million, five hundred sixty thousand dollars. The 
cost of operating approximated two hundred fifty 
million dollars. They employ 268,568 people directly 
and many more indirectly. With a total bed capacity 
of 364,720 they hospitalized 4,477,515 patients for 
a total of 62,685,210 days. 


The voluntary hospital investment in New York 
State aggregates two hundred fifty million dollars. 
The 268 voluntary hospitals with a bed capacity of 
40,378 took care of 726,827 patients for a total of 
9,556,395 days. Approximately 60,000 persons are 
directly employed in these voluntary institutions and 
over forty-four million dollars are spent in operating 
expense. 


The Rev. Dr. Maitland Alexander, president of 
the Alleghany General Hospital of Pittsburgh, in 
speaking of voluntary hospitals recently said: “Hos- 
pitals of our type were originally founded to meet 
a humane need. Their multiplication, the efficiency 
in the performance of their primary function, the 
care of the patient and the quality and character of 
their services in recent years are all an assurance of 
their continuance in the future and of their necessity 
in our social order.” 


I submit to you that this is what may well be 
termed “big business” but I call your attention to 
the fact that it is a business with a heart. No sick 
or injured person is turned away from the doors of 
the voluntary hospitals if in need of care and if ac- 
commodation is available. 


I give you these financial statistics to prove to 
the hard headed business man, if there is such a man, 
that a hospital in a community isa business asset. 
It is also a recognized fact that the more skilled phy- 
sicians and surgeons are attracted to those commu- 
nities where proper hospital facilities are available. 


Hospitals and Industry 


New industries will not locate in a city which lacks 
hospital accommodations. Industrial leaders are just 
as much interested in adequate hospital facilities as 
they are in proper schools. They realize that they 
cannot locate a plant in a place without these two 
essentials for the reason that labor justly demands 
these necessary services. 
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The average citizen does not realize the asset of 
a first class hospital and for that reason I wish to 
emphasize the business value of such an institution. 

The socially minded citizen may not realize the 
business asset of a hospital but he or she does ap- 
preciate the benefit to the health and happiness of 
the community gained from such facilities. 

Those of you who have used the service of your 
hospital appreciate the advantage of living where in- 
stant service is available for your emergency. 


Now, please don’t misunderstand me. I know that 
you all have some realization of your responsibility 
to your hospital. You have supported it by your 
benefactions and philanthropy, otherwise it would 
not be here, ready to serve you. 

I have no intent to minimize what you have done. 
I want to give you full credit for it. My purpose is 
to rekindle your interest into a fire of support for 
you may lose your splendid hospital. This is true 
not only in your community but elsewhere in our 
state and country. 

Am I an alarmist? No, I am not. I am telling 
you a truth but fortunately I am telling it in time 
for you to prevent the calamity. 

As I write this article, legislation is under con- 
sideration not alone in our state but in many states 
as well as in Washington, which, if enacted into law, 
would seriously cripple the voluntary hospital and 
might even spell its doom. 

As secretary of the hospital association of New 
York State, I am in constant touch with every piece 
of proposed legislation affecting hospitals introduced 
at Albany. I receive a report on what is being 
considered in other states and at Washington. It 
seems peculiar to find legislation, inimical to hos- 
pitals, identical in purpose being proposed in states 
many miles apart. 

I recently wrote an article on “Legislation” in 
which I carefully explained that a legislator is duty 
bound to introduce bills handed to him by his con- 
stituents, whether he favors the measures or not. 

Many of our lawmakers, like the majority of our 
citizens, do not understand hospital problems and if, 
upon introduction of a certain bill, he receives favor- 
able comment from those interested in its passage 
and no protest from the hospitals, he would naturally 
feel that the proposed legislation must be in the pub- 
lic interest. 

For that reason the hospital association must 
scrutinize every bill and must register their protest 
against that which is inimical to the best interest of 
your hospital. 


The Hospital a Community Enterprise 


Note that I say—your hospital—it really is yours. 
In New York State it is chartered as a charitable, 
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non-profit institution, owned by a Membership Cor- 
poration as provided for by law under the supervi- 
sion of the State Department of Social Welfare. 

Every one of you can be a member of this cor- 
poration from which a Board of Trustees is selected 
to operate the hospital. No profit accrues to anyone 
—it is a community enterprise. 

I am sure that by this time you have an inkling 
of my purpose—I want to arouse your interest in 
your own hospital to the extent that you will help 
protect it and keep it operating for the benefit of 
your people. When you do this you help every 
voluntary hospital in every community. 

Please don’t leave the entire load to your hospital 
executive, who should be spending the major part 
of his time in operating the hospital for the benefit 
of your community. 

Take your proper place in the campaign to pre- 
vent selfish interests from decreasing the earning 
power of hospitals and adding to the expense of their 
operation. 

If this is not accomplished and certain proposed 
bills enacted into law, the cost of operation would 
be so high that few voluntary hospitals, if any, could 
survive and the city, county, state, or nation would 
have to take over the institutions. 

Possibly this is just what some folks want but if 
you will compare the cost of operation and the serv- 
ice rendered in the tax supported hospitals with the 
voluntary hospitals your answer will be NO. The 
record of the voluntary hospitals in this country is 
one of which you may well be proud. 

Neither hospitals nor medicine should be socialized 
—certainly not in accordance with the present con- 
cept of the term. The personal and private relation- 
ship between patient and doctor and hospital must 
be maintained. I do not care what has happened in 
Europe—how well or how poorly it has worked 
there. This is America and this fundamental re- 
lationship must not be changed. 

Time prevents me from amplifying this subject. 
In passing let me remind you that under our present 
system of private doctor and voluntary hospital we 
lead the world in medical accomplishment and in the 
proper care of the health of our people. 

As an example of my previous statement in re- 
gard to legislation inimical to the interests of hos- 
pitals and the public let me cite one or two samples. 


The Nunan-Fitzpatrick Bill 


This measure was introduced at Albany in this 
session and provides that every employee of a hos- 
pital shall not be permitted to work more than 8 
hours a day or 48 hours a week and that 8 consecu- 
tive hours shall constitute a day’s work. 

Now the state association is not opposed to the 





principle of eight hour duty. It is constantly urging 
a reduction of hours of employment and better 
working and housing conditions. Its influence has 
already been felt and, in general, workers in volun- 
tary hospitals are well satisfied. It must be remem- 
bered that employment in our institutions is steady 
in depression or in normal times. 


We are unlike any other endeavor in that we must 
be ready to render adequate service 24 hours a day, 
7 days a week and 52 weeks a year. Imagine what 
8 consecutive hours, 48 hours a week would do to 
a hospital required to render continuous service. 


In our business we have what we call peak loads, 
twice a day, in the morning and late afternoon. It 
would be impossible to render proper service under 
the provisions of this bill without a tremendous in- 
crease in personnel and a corresponding increase in 
operating cost. At the present time nurses work 
approximately 57 hours a week but by splitting their 
time we can handle the peak loads and give adequate 
service with two shifts. 


As a matter of fact if the hospitals were in a posi- 
tion to finance the increased operating cost there are 
not enough trained nurses and other employees 
available to comply with the provisions of this 
measure. Also housing facilities are not available 
to take care of the additional number of employees. 


Because of the 8 consecutive hour and 48 hour 
a week clause and the above mentioned financial and 
other reasons, we vigorously opposed this proposed 
law. 


The McCatfrey Bill 


This bill was introduced at the request of the State 
Federation of Labor and the Sprinkler Companies 
and provided that every hospital, nurses home, and 
public building used for school purposes or for the 
care of children, old people, etc., must be provided 
with a sprinkler system, regardless of whether it was 
fireproof or not. This bill had a certain appeal for 
who does not wish to protect the sick, the injured, 
the young, and the old. To remedy the isolated case 
of a fire hazard, which could and should be handled 
by the local fire department, every hospital in the 
state was to be penalized. Thousands of dollars 
would be required to finance this project for the 
benefit of labor and a few companies who have a 
monopoly on sprinklers. 


Did the proponents of this bill think it through? 
Did they appreciate the fact that the money must 
come from the publi¢é? Did they imagine themselves 
in a hospital bed, desperately ill with pneumonia 
and a sprinkler over their head, for some unknown 
reason, letting go with the consequent drenching 


with cold water? No, they did not and when I ap- 
peared before the committee and called their atten- 
tion to these matters, the proponents resented it and 
tried to argue that we were against the public 
interest. 


We were able to kill these and other like bills in 
the committees but they will bob up again next year 
and if they ever catch us napping, it will be just too 
bad. 


Parsons-Byrne Line Bill 


On the other hand we are advocating bills in the 
public interest such as the Parsons-Byrne bill, which 
would protect the hospital against the patinet, in- 
jured in an auto accident, who litigates successfully, 
gets his money and refuses to recognize his obliga- 
tion to the hospital. There are a great many of these 
cases in our state in the course of a year and thou- 
sands of dollars of income are lost to the hospitals. 


This is particularly true in the communities near 
the state line, where a citizen of another state is in- 
jured on our highways and is in his home state when 
the check is received and can readily evade payment. 


As the public own the voluntary hospitals and pay 
the annual deficits, this proposed lien law is of the 
utmost interest to them and every citizen of this 
state should insist that this bill be enacted into law.* 


As stated above, we have to be ever vigilant and 
my question is: Are you doing your share? Are 
you in touch with your hospital executive and ready 
to fight for your hospital when he calls on you? Will 
your newspaper cooperate ? 


I am glad to state that during the past few months 
we have been able to stir up the public in regard to 
their hospitals in a greater measure than ever before. 
The support we have received about the state from 
our citizens has been most heartening. I think we 
have started. 


We will not be satisfied until every community be- 
comes hospital minded—until it realizes what an 
asset its hospital is to it—until it is ready and willing 
to fight that it receives justice. 


In this crusade you must take your proper place 
and if I have awakened in any measure your interest 
in your splendid hospital and created a desire on your 
part to fight for its continued service to your com- 
munity, I am satisfied. 


*Since writing this article, the Parsons-Byrne Lien Bill 
has passed both the Assembly and Senate and became a law 
by the approval of Governor H. H. Lehman. The hospitals 
are already receiving the benefit of this new law. 


——>—_—_. 


Grace C. Schmeidel has been appointed assistant 
superintendent of Lawrence Hospital, Bronxville, 
New York. 
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The New Curriculum—From the Nursing 
Educator’s Point of View 


JOY ERWIN 
Director of Nurses, St. Lukes Hospital, Denver, Colorado 


O.. FIRST QUESTION might well be—why a 
new curriculum at all? Few schools have completely 
achieved the standards set up in 1927. Why then 
must we go through the struggles of adjusting our- 
selves to a new one? But no educational project or 
business enterprise would expect to prosper which 
has not taken into account that the world has 
changed since 1927. Nursing, too, finds that cer- 
tain re-adjustments are quite necessary if we are to 
keep in step with other education fields. 

Surveys which have been made since the last 
curriculum reveal certain over-balancing of our pro- 
gram. The surveys also show that for certain fields 
in which the services of nurses are needed we are 
making little or no effort to provide graduate nurses 
with an adequate preparation. 


James E. Russell, a former Dean of Teacher’s 
College at Columbia University, has made this state- 
ment, “The only guide for the professional school 
is the need of the practitioner. The minimum stand- 
ard is the preparation that best fits the novice to take 
the next step on leaving school. That school does 
best which fits its product to take the successive steps 
in their professional careers in a confident, intelli- 
gent, and skillful fashion.” 

If we are to accept the reports of the surveys, we 
must acknowledge that we are not fulfilling Dr. 
Russell’s prescription for meeting the needs of grad- 
uate nurses. It is the complaint of those in admin- 
istrative capacities in the Public Health Field that 
the product of our schools, teach health haltingly, 
know too little about how disease is prevented, or 
how the health of the community is promoted. Their 
conception of the relation of social and economic 
conditions to disease is hazy. In other words, most 
of the important features of community work has 
been left to a haphazard method of preparation. 


The Educational Aims of the New Curriculum 

We speak of nursing as a profession and for years 
we have been struggling to make it such, in fact. It 
is necessary that we do from time to time attempt 
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to bring the curriculum into better harmony with 
the philosophy and trends of general education. The 
older curricula for schools of nursing have been 
largely built on the philosophy of authority and 
discipline, apparently brought down from a mili- 
taristic tradition; rather a strange philosophy in 
America. At no time have we prided ourselves on 
being a militaristic nation. And in spite of all our 
various political views we are pretty much agreed 
that we have and intend to keep a democratic 
philosophy. It seems then but a reasonable expec- 
tation that American education in all its phases 
would embody that same philosophy. Accepting this 
philosophy for nursing education, what aim will be 
found in harmony ? 


The Curriculum Committee, after a thoughtful 
study of various aims of education, felt that the fun- 
damental principle underlying most of them was 
that of adjustment. While not all of our nursing 
educators agree on this for the aim, to me it seems 
practical and workable. For years we have made 
such comments concerning our nurses—“She is a 
fine girl but she doesn’t fit into this situation,” or 
“This nurse just can’t adjust herself to nursing in 
the home,” or “Miss Smith carries out her technique 
well enough but she doesn’t realize that it is a human 
being she is caring for.’ Could it possibly be that 
these nurses do not adjust themselves to such situa- 
tions because they have been taught to follow ex- 
plicit directions and have not been taught to evaluate 
all of the factors that are important in caring for a 
sick person. It does seem then that the nurse needs 
to learn to make an adequate adjustment to the many 
situations in which she may find herself. By adopt- 
ing such an aim it does bring us into close harmony 
with the aims of general education. 


Trends in Nursing Education 
What are the newer trends with which we must 
concern ourselves if we hope to articulate with gen- 
eral education? A few of them are as follows: 


1. The trend toward a longer period of general 
education for professional people 





The trend toward greater emphasis upon sound 
education 


The trend toward developing habits of critical 
inquiry 

The trend toward greater consideration of in- 
dividual differences 


The trend toward greater stress upon master- 
ing of curriculum material 


The trend toward more truly functional expe- 
rience 


The trend toward building more permanent in- 
terests. 


Time makes it impossible to discuss the implica- 
tion of these trends for nursing education. But I 
do not find on a thorough study that they are out of 
harmony with what we wish to accomplish in the 
profession of nursing. 


Now that we are somewhat oriented to the pur- 
poses of the new curriculum, I shall confine myself 
to the particular part of the topic which I have been 
asked to discuss. How will the curriculum affect 
nursing education? An analysis of the function of 
nursing as we have already implied, is to care for 
the sick, to teach health both physical and mental 
and thus prevent illness. Nursing should function 
along these lines whether at the bedside in the hos- 
pital or in the community. Thinking,of nursing in 
terms of education I wish to repeat the following 
definition: Education is the process which takes you 
from where you are to where you want to go. For 
the moment I am going to suppose myself to be a 
young woman who wishes to go from the point where 
I am to the point where I shall function fully as 
graduate nurse. What does the new curriculum ex- 
pect me to bring to my professional education? It 
expects me to bring a degree of maturity and back- 
ground which will make it possible for me to take 
advantage of a professional education. If I expect 
to enter such a profession as law or medicine, I would 
not be allowed to enter directly from high school. 
I would find it necessary to present at least two years 
of preparation beyond the secondary schools. The 
new curricula then specifies that in order that I shall 
be able to progress through a program of nursing 
education I must bring the same preparation that I 
would be expected to bring to these other professions. 
This is revolutionary and comes very soon after the 
schools have achieved high school education as the 
standard of admittance. 


But returning to the young woman on her way 
to be a graduate nurse. As such I have been ac- 
cepted into a school using the new curriculum. What 
have I the right to expect? I have the right to ex- 


pect that the courses of study are on the level with 
the senior college courses and that they may be ac- 
cepted toward a degree. One step that the curriculum 
has made in order to accomplish a more acceptable 
program is to do away with the piecemeal type of 
courses. The courses suggested by the new curricu- 
lum are much better integrated and cover much larger 
areas. We have: 


The Biological and Physical Sciences 

The Social Sciences 

The Medical Sciences 

Nursing Arts with Correlated Courses in the 
Medical Sciences 


Such an arrangement compares favorably with 
current practice in colleges and universities. 

A curriculum may appear very well on paper, but 
its actual fulfillment is quite another matter. Again 
looking at it from the point of view of the well pre- 
pared young woman with what must I now be con- 
cerned. The new curriculum I find asks what any 
other professional school must ask—that it have suf- 
ficient financial support to insure certain things. First 
there must be an administrator prepared by experi- 
ence and she must be soundly grounded in educa- 
tional principles in order to carry forward the school 
program in an acceptable fashion. Since the student 
will have two years of college, the administrator of 
the school can scarcely afford to have less than a 
full four year course. The teaching staff in both 
classroom and ward must have a general educational 
background well in advance of the students and 
their professional experience must be sufficient to 
make them real guides and counselors in nursing. 
Only by means of the guidance of such experts can 
the student expect to have the best possible interpre- 
tation of those principles and practices which de- 
velops excellent nursing. 

What further as a student have I the right to ex- 
pect? I have the right to expect that my laboratory 
or practice field shall be rich and diversified. My 
practice field will be both the hospital and the public 
health field. I will find that from the beginning 
nursing has been envied its opportunity to learn 
while doing. The connection with the hospital is 
taken for granted, but it is no less valuable. In- 
vestigation, however, will frequently reveal that this 
practice field does not offer the variety of experi- 
ence necessary for a well rounded preparation. The 
new curriculum attempts to regulate what the hos- 
pital must offer and to set the number of hours in 
which a young student pursues her educational in- 
terest in a profitable manner. Considerable emphasis 
is laid on teaching the student to teach health both 
to her hospital patients and to the community. Some 
form of public health experience becomes almost 
necessary. 
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I shall now leave the student and attempt to sum- 
marize some other important principles underlying 
the curriculum. Situations rather than subjects are 
used as centers for teaching. There is much closer 
correlation of theory practice. Subject matter is 
selected to meet modern social and professional 
needs. The probable needs of the future are antici- 
pated. Curriculum material is arranged to avoid 
over-lapping and over-loading. The student is care- 
fully inducted into new experiences. Individual dif- 
ferences are taken into consideration and more 
flexibility is allowed in the program. 


In brief this is the new curriculum from the angle 
of nursing education. 


Some of you are thinking—very nice and very 
idealistic—but how is it to be done? The objections 
and fears that I have heard expressed both by nurses 


and hospital administrators are these: The general - 


question is what will the curriculum do to the ma- 
jority of our hospital schools? The more specific 
questions are: Even if we could afford such a pro- 
gram, would we be able to find enough students with 
two years of college to fill the need for graduate 
nurses? Would we be able to find enough well pre- 
pared teachers for our classrooms and wards to 
carry out this program? Would these young women 
with two years of college preparation be willing to 
do bedside nursing in the home and in the hospital 
after graduation? 


The Gradual Application of the New Curriculum 


Of course, I cannot offer a solution or answer for 
all these questions, I can only express an opinion. 
But first let me say that the new curriculum isn’t 
going to burst full bloom in many schools for a num- 
ber of years. It is not intended to be a rule of 
thumb. But it is a standard by which we can measure 
our schools and attempt to build toward. However, 
the hospital which maintains a school as a service 
department will eventually have to face that fact 
squarely and decide whether the school will be made 
an actual part or be discontinued. As a corollary to 
this let me say by that time the student and her parent 
who is seeking a cheap form of education will have 
to look elsewhere. The expense for nursing educa- 
tion must be more fully met by the student herself. 


If the highly improbable situation should arise 
that all schools would at present decide to accept 
none but two year college students, would there be 
enough applicants? I very much doubt that there 
would be. But I believe that when the rewards of 
nursing are a reasonable return in terms of salary, 
opportunity for progress and sufficient leisure to de- 
velop as an individual as well as a nurse, the numbers 
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will meet the demand. The needs of the hospital 
will present a more acute problem than today unless 
a far greater use is made of subsidiary workers. But 
if you will do just a half a dozen activity analyses 
in your hospital you will determine how much of the 
work done is really nursing and how much is house- 
keeping, errand running, etcetera. The community 
needs outside the hospital will be met as never be- 
fore because our graduates will be prepared to meet 
them. 


If through our curriculum we teach ideals of 
service and excellent bedside nursing as goals worth 
attaining in both hospital and home, I believe 
the college students will find as much joy in this 
work as any other type. As far as I know, no one 
has made a study to see how many of our graduates 
who do have college work are doing this type of 
nursing. Such a study might be quite revealing. 


I do not pretend to have exhausted my subject and 
I have tried not to encroach upon the types from the 
administrative point of view. But I do think that 
considerable of the “viewing with alarm” that we 
have done has been unjustified. Those schools which 
have the vision will by some means take the cur- 
riculm as a standard not perhaps to be followed in 
its entirety, but as a new goal. The curriculum too 
will be modified and improved and made more prac- 
tical by use to the end that we may have fine women 
doing excellent nursing. 


Ruling in Regard to Hospitals Not Exempt 
From the Social Security Act 


The question has been raised as to the status of 
student nurses and interns under the Social Security 
Act who serve in hospitals which do not comply with 
the exemption for charitable institutions. 


The Bureau of Internal Revenue advises as fol- 
lows: “You are advised that while student nurses 
and interns attach themselves to hospitals for the 
purpose of either securing and/or completing a tech- 
nical education, they nevertheless are under the di- 
rection and control of the hospital, and they render 
such service to the hospital as would classify them 
as employees under the meaning of Article 2050, 
Regulation 90.” 


In accordance with the above, a hospital that is 
not exempt from the provisions of the Act as a 
charitable institution will have to consider student 
nurses and interns the same as other employees un- 
der the Social Security Act. 





The Therapeutic Pool at the 
Betty Bacharach Home 


|; oe AUTHORITIES are being more and 
more interested in therapeutic pools in the treatment 
of disease. Not only those special hospitals where 
the services are largely devoted to the care and treat- 
ment of crippled children and adults, but general 
hospitals which have patients suffering from chronic 
and wasting diseases are looking into the uses of 
the therapeutic pool as a necessary facility in mod- 
ern therapeutics. 


The benefits of under-water treatment of the crip- 
pled and other patients, and particularly in muscle 
re-education, are being more appreciated both by 
the patient and the physician, and many hospitals are 
including the construction of therapeutic pools in 
their programs of plant development. 


The Betty Bacharach Home, through government 
grant, private contributions, and the Elks’ Lodges 
of New Jersey, have raised the money to construct 
one of the best equipped and most practical pools in 
the country. It will be in a two-story building, all 
brick and fireproof, and in addition to housing the 
pool, will provide for treatment rooms, offices for 
the staff, sun parlor, carbon light room, and cubicles 
for thirty children. 

The pool itself will be of tile with a “skid-proof” 
tile bottom, twenty-four feet long and twelve feet 
wide, ranging in depth from eighteen inches to four 
feet, with a capacity of 15,000 gallons of sterile sea 
water. The temperature of the water will be accu- 
rately maintained by specially designed hydrostats. 
The contents of the pool will be changed every three 


and one-half hours. The pool will be raised from 
the floor with a minimum water level thirty-six 
inches above surrounding floor levels, and will be so 
arranged that all sides of the pool are easily acces- 
sible. It will have a continuous slope on the bot- 
tom with no obstruction, and a graduated submerged 
ramp on one long side of the pool to accommodate 
the various types and ages of patients. It will have 
a specially designed gutter with drain around the 
perimeter, and lined with glazed ceramic tile, to 
allow for the placing of the apparatus necessary for 
certain types of treatment. All base caps and cor- 


‘ners will be of the sanitary radius type. 


The track with the necessary carriers will be hung 
from the ceiling to extend over the pool for its full 
length. A shower will be provided with hot and cold 
connections and a mixing valve with automatic ther- 
mostatic control for “anti-scald” protection. Rooms 
will be provided for proper drying and treatment 
of the patients by sun lamps. 

The water used in the pool will be heated, steril- 
ized, and recirculated at the proper rate to insure a 
three-hour turnover. The temperature of the room 
will be maintained at the same temperature as the 
water in the pool. 

Various types of mechanical devices will be placed 
at advantageous places about the building to sup- 
plement the exercises in the pool. They include 
mechanical bicycles, ladders, steps, incline planes, 
punching bags, rowing machines, and all other equip- 
ment designed to bring into play the afflicted muscle 


group. 
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Respiration and Its Importance 
In Anesthesia 


FRED A. HITCHCOCK, Ph.D. 


Associate Professor of Physiology, College of Medicine, 
The Ohio State University, Columbus, Ohio 


I HAVE UNDERTAKEN the preparation of this 
paper with some misgivings, for I am a physiologist 
and not a clinician. Consequently my interests are 
chiefly in the experimental and theoretical aspects 
of the subject rather than in any practical applica- 
tions. I have therefore discussed the subject under 
the following heads: (1) the fundamental nature of 
respiration and its control, (2) the mechanism by 
which stimulation and conduction occur, (3) the 
theories of the action of anesthetics, and (4) the 
probable manner in which these drugs produce their 
effects in suppressing consciousness without seri- 
ously interfering with respiration and other vegeta- 
tive functions of the body. 


The Essential Function of Respiration 

The essential function of respiration consists in 
supplying oxygen to the various tissues of the body. 
Without an adequate supply of oxygen these tissues 
would be unable to perform the metabolic processes 
by which they release the energy necessary in sus- 
taining life and in carrying out their normal func- 
tions. Thus in complete rest the skeletal muscles of 
the average man must be supplied with about 90 ccs. 
of oxygen every minute. The skeletal muscles make 
up about 40 per cent of the total weight of the body 
and in severe exercise their oxygen consumption 
may rise to as much as 2 liters per minute. The 
heart, while beating normally, uses about 15 ccs. of 
oxygen per minute. The liver, which is the largest 
gland in the body and in the average person weighs 
between three and four pounds, must be supplied 
with about forty ccs. of oxygen per minute, and the 
brain and the rest of the central nervous system, the 
master tissue which controls most of the activities 
of the body, uses the same amount of oxygen as the 
resting muscles, that is, 90 ccs. per minute. This is 
true in spite of the fact that the brain weighs only 
a little more than three pounds, while the sum of the 
weights of all of the skeletal muscles would be about 
60 pounds. We could go on in this way computing 
the oxygen requirement of the various tissues of the 
body and when we had finished we should find that 


*This paper was read before the annual meeting of the 
Ohio Association of Nurse Anesthetists held in Columbus, 
April 16, 1936. 
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during complete rest it is necessary for the blood to 
be supplied with a little more than 250 ccs. or about 
half a pint of oxygen per minute in order that all of 
the tissues be adequately supplied with oxygen. 

Now the more familiar phases of respiration, such 
as the muscular movements by which air is alter- 
nately drawn into and expelled from the lungs, are 
all concerned in supplying the blood with this oxygen 
and removing from it the carbon dioxide which the 
cells give off as a result of their metabolic processes. 
The essential feature of the lungs themselves is the 
alveolar membrane, which is made up of flattened 
non-nucleated epithelial cells. On one side of this 
thin moistened membrane flows the blood of the pul- 
monary capillaries and on the other side is the oxy- 
gen containing air. Diffusion of gases takes place 
readily through such a membrane, and therefore, 
since the carbon dioxide tension of the blood is 
greater than that of the air, while the oxygen ten- 
sion of the air is greater than that of the blood, 
oxygen passes from the air into the blood while the 
carbon dioxide passes in the opposite direction from 
the blood into the air. There is on the average be- 
tween 2.5 and 3.0 liters of air in the alveolar spaces 
of the lungs, and from 10 to 12 per cent of it is re- 
newed at each breath. 


Mechanism by Which Respiratory Movements 
Are Controlled 


This movement of air into and out of the lungs is 
accomplished by muscular movements which alter- 
nately decrease and increase the pressure in the 
thorax, and we must now consider the mechanism 
by which these respiratory movements are controlled. 
In quiet breathing the chief muscles concerned are 
the intercostals, both internal and external, the dia- 
phragm, the muscles of the abdominal wall, the 
muscles that control the glottis and the nostrils, as 
well as the muscles present in the bronchi and bron- 
chioles. Now all of these muscles contract at ex- 
actly the proper time to bring about the most efficient 
expansion of the thoracic cavity, and thus cause in- 
spiration. This perfect coordination of muscular 
movements is produced through the nervous system 
and is controlled by the respiratory center in the 





medulla. Impulses sent out from this center over 
the motor nerves to the various respiratory muscles 
bring about regular alternate inspiration and expi- 
ration. Thus it is apparent that the immediate cause 
of the respiratory movements is this rhythmic activ- 
ity of the respiratory center. The next step is there- 
fore to determine the cause of these rhythmic dis- 
charges from the respiratory center. There are two 
possible explanations. First, we may think of the 
respiratory center as acting reflexly and sending out 
impulses over the motor nerves that it supplies when- 
ever it is stimulated by impulses coming in to it over 
the sensory nerves; or, second, we can think of it 
as having an automaticity of its own and thus acting 
independent of sensory impulses. In this later case 
we would have to think of the respiratory center as 
having something of the same characteristics as the 
heart, for we know, of course, that the heart con- 
tinues to beat after all nerves going to it are cut, or 
for that matter, after it is removed from the body 
altogether. Now it is undoubtedly true that in the 
normal intact human being the activity of the respi- 
ratory center is largely controlled by the impulses 
coming into it over the sensory nerves. I have not 
the time in this paper to go into the experimental 
proofs of this statement, but I am sure you can all 
think of cases in which the respiratory movements 
are modified by sensation. Everyone knows, for 
instance, that suddenly coming in contact with cold 
water causes one to catch his breath sharply. Simi- 
larly coughing, sneezing, and laughing are all marked 
modifications of the respiratory movements caused 
by impulses reaching the respiratory center over sen- 
sory nerves. The very act of talking, for instance, 
requires a complete change in the respiratory rhythm. 
This change is brought about by nerve impulses 
which originate in the higher centers of the brain 
and terminate in the respiratory center. 

More difficult to prove, but none the less true, is 
the fact that there are sensory endings in the alveoli 
of the lungs themselves which are stimulated when- 
ever the lungs expand or contract. The stimulation 
of these endings sets up impulses in the sensory 
fibers of the vagus nerves. These sensory fibers 
terminate in the respiratory center and either stimu- 
late or inhibit it in such a way that expansion of the 
lungs causes the respiratory center to send out im- 
pulses that result in exhalation, while on the other 
hand partial collapse of the lungs causes impulses to 
be sent out which play upon the respiratory center 
in such a way as to produce muscular movements 
that result in inspiration. There are also sensory 
fibers to the respiratory center from the carotid 
sinus which function in such a way that the pressure 
and composition of the blood passing through the 
carotid artery produce marked effects on the respira- 
tory movements. 


We would seem from these considerations, there- 
fore, to be justified in the conclusion that normal 
breathing is chiefly controlled by the reflex activity 
of the respiratory center. However, it is possible 
to show that the respiratory center is to some extent 
capable of independent automatic activity, and con- 
tinues to send out rhythmic impulses over the motor 
nerves that control respiration even when no sensory 
impulses are allowed to reach it. 


Effect of Carbon Dioxide on the Activity 
of the Respiratory Center 


It is very easily shown experimentally that the 
amount of carbon dioxide in the inhaled air has a 
tremendous effect on the activity of the respiratory 
center. Respiratory movements are very much in- 
creased if the carbon dioxide in the inhaled air gets 
as high as three per cent. This stimulation increases 
in direct proportion to the percentage of carbon di- 
oxide in the inhaled air, until when a concentration 
of six per cent is reached the condition of dyspnea 
is produced in which breathing is so labored and 
painful that it is almost unbearable. We would seem 
to be justified in concluding from experiments of 
this type that the concentration of carbon dioxide in 
the blood acts as a stimulus to the respiratory center. 
It has also been shown experimentally that the lack 
of oxygen in the blood acts on the respiratory center 
in a similar manner. There has been a great deal 
of research carried out in an effort to determine just 
what it is that acts as the primary stimulus for the 
center, and the conclusion that has been reached, 
largely as the result of the work of Dr. Robert 
Gesell, professor of physiology at the University of 
Michigan, is that the hydrogen ion concentration, 
or in simpler language the acidity, of the cells that 
make up the center is the factor which produces the 
stimulation. Thus since either an increase in the 
carbon dioxide or a decrease in the oxygen of the 
blood will cause an increased acidity of these cells, 
either one of these conditions will stimulate the 
center and cause increased breathing. It happens, 
however, that an increase in the carbon dioxide of 
the blood acts much more rapidly than does a de- 
crease in the oxygen, and therefore it is this factor 
which usually produces changes in the rate of breath- 


ing. 
What Happens in a Cell When It Is Stimulated 


Now; before we turn our attention to the effects 
produced on the respiratory center by anesthetics, 
there is one other factor that I would like to con- 
sider, namely, what happens in a cell when it is 
stimulated. Let us take a nerve fiber for our ex- 
ample. We have no accurate knowledge as to the 
exact structure of such a fiber but we do know that 
it is surrounded by a membrane which is partially 
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semipermeable, that is, it resists the passage of dis- 
solved substances through it. Furthermore we also 
know that this membrane is charged electrically, and 
that the positive charges are on the outside of the 
membrane and the negative charges on the inside. 
Now as long as this surface membrane of the nerve 
fiber remains impermeable to electrical charges this 
polarized condition persists and the nerve fiber re- 
mains in a quiescent condition. However, when 
something happens to the membrane which increases 
its permeability to electricity, the negative charges 
on the inside are permitted to come in contact with 
the positive charges on the outside. This results in 
abolishing, or at least markedly decreasing, the posi- 
tive charge at this point of increased permeability. 
Thus this part of the nerve fiber is made negative 
to the rest. We therefore have a condition in which 
one part of the membrane, of limited extent, is nega- 
tive and all the rest is positive. Now you must re- 
member that the body fluids which surround the 
nerves are capable of conducting an electric current. 
The condition existing is, therefore, one in which 
a negative portion of the nerve is connected by 
means of an electrolyte (a solution capable of con- 
ducting an electric current) with a positive portion 
of the nerve. Under these conditions an electric 
current is bound to flow. Now an electric current 
has the ability to increase the permeability of the 
membrane surrounding the nerve fiber. Therefore 
a new portion of the nerve is rendered negative in 
the same manner as was the first portion. A new 
current is therefore set up which in turn makes the 
next portion of the nerve negative, and in this man- 
ner a wave of negativity passes over the entire nerve. 
There is good reason to believe that anything which 
stimulates a nerve makes its outer membrane more 
permeable to ions, as the electrically charged parti- 
cles are called. The electric charges on the outer 
and inner sides of this membrane are the results of 
the accumulation of these charged particles or ions. 
It therefore follows that whenever a nerve is stimu- 
lated a condition of negativity is set up at the point 
where the stimulation occurs and that this negativity 
moves along the nerve fiber as a self-propagated 
wave. There is excellent experimental evidence that 
seems to preve that this wave of negativity is always 
present when an impulse passes along a nerve and 
that it travels at the same rate as the nerve impulse; 
in fact, it behaves in all respects exactly like the 
nerve impulse and this has led many physiologists 
to assume that this wave of negativity is the nerve 
impulse. Whether or not this last assumption is 
correct is of minor importance to us in this discus- 
sion; what we need to keep in mind is that, by meas- 
uring these electrical changes that take place in a 
nerve when it is stimulated, we can determine the 
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magnitude and velocity of the nerve impulse that is 
set up. 


Now it is necessary that we consider briefly the 
nature of the membrane that surrounds the nerve 
fiber. This is essential because physiologists be- 
lieve that anesthetics produce their effects by acting 
on this membrane. Here again we are dealing with 
theories, but theories that are backed up by a great 
deal of experimental evidence. It is highly probable 
that these membranes consist of a network or reticu- 
lum of strands of protein that are of a semisolid 
nature. This network forms the structural basis or 
skeleton of the membrane. The interstices or open 
spaces between these fine fibers of protein are prob- 
ably filled with a liquid substance which is made up 
largely of a mixture of animal oils or lipoids and 
water with salts dissolved in it. Now of course you 
know that oil and water do not mix, that is, neither 
one will dissolve in the other. Therefore this liquid 
part of the membrane-really consists of a thin film 
of oil in which is dispersed many tiny droplets of 
salt solution. The chemist would call this an emul- 
soid with oil as the continuous phase. If this con- 
ception of the surface film is correct then it must 
follow that any substance that would dissolve in oil 
would have a ready access to the interior of the cell 
or fiber, while substances which were soluble in 
water would not be able to penetrate the film. How- 


ever, if the phases of this emulsoid film were re- 
versed—that is, if it were changed to a thin film of 
water with little droplets of oil scattered through- 
out—we should then have a membrane that was 
permeable to water soluble substances but imper- 


meable to oil soluble substances. Perhaps I can 
make this clearer by the use of an analogy. Let us 
compare the liquid part of our surface film to a long 
narrow lake in which there are innumerable small 
islands. The water of the lake now corresponds to 
the water phase of our emulsoid film, while the 
islands represent the oil phase of the system. Now 
let us imagine that there are fish in the water and 
rabbits on the islands. The fish correspond to water 
soluble substances and the rabbits to oil soluble sub- 
stances. I am sure that you will see at once that 
this system would allow the fish (water soluble sub- 
stances) to pass freely from one side of the lake to 
the other, while the rabbits (oil soluble substances ) 
would be unable to get across, for each rabbit would 
be confined to the particular island upon which he 
happened to be. Now imagine that a fairy comes 
along and, by waving her wand, changes this lake 
with its many islands to a long narrow strip of land 
dotted over with many tiny ponds. The rabbits can 
now scamper freely from side to side, but each fish 
is confined to his one particular pond. Therefore 
the system is now permeable to rabbits (oil soluble 





substances) but impermeable to fish (water soluble 
substances). In a similar manner, the permeability 
of the surface films that make up a large part of the 
plasma membrane surrounding the cell and nerve 
fiber can be changed by a reversal of phase. 


Effect of Anesthetics on the Nervous System 


Now we are ready to consider the nature of the 
substances which are called anesthetics and the ef- 
fects that they produce on the nervous system. We 
can define anesthesia as a reversible suppression of 
irritability which in man results in unconsciousness. 
There is a long list of chemical substances that are 
capable of bringing about a reversible suppression 
of irritability; for example, ethylene, nitrous oxide, 
chloralhydrate, ether, chloroform, ethyl alcohol, and 
all the various barbituric acid compounds. Now 
when we find that a large number of chemical com- 
pounds produce the same or similar effects on living 
tissues we naturally look for similarities in other 
properties of these compounds. When we examine 
the anesthetics with this in mind we find that while 
they show a wide diversity in chemical structure 
and properties, still they do have certain physical 
characteristics in common. The chief of these, and 
the only one which we need consider here, is the 
fact that all substances that have the power to pro- 
duce anesthesia are soluble in oils and fats, that is 
they belong to the class of compounds which I re- 


ferred to in my discussion of cell permeability as oil 
soluble substances. 


This is important when one 
recalls the nature of the cell membrane as already 
discussed. 


In addition to the depressed irritability that is 
produced in cells by the action of anesthetics, these 
compounds also produce a number of other effects; 
for instance, if present in high enough concentration 
they cause a reduction in the rate of oxygen con- 
sumption by the tissues. They also have the power 
to coagulate the proteins of the cells, and under 
certain circumstances to draw water from the tissues 
as well as to decrease the surface tension of water 
solutions. Each of these properties has at one time 
or another been made the basis of a theory which 
attempted to explain the mechanism by which. anes- 
thetics produce their characteristic effects. Limita- 
tion of space makes it impossible to include in this 
paper an adequate discussion of all of these theories. 
All that we can do is to mention briefly a few of the 
more important of them and then discuss in more 
detail the one which has received the most general 
acceptance, and which seems to be in agreement 
with most of the experimental facts of anesthesia. 


The fact that most anesthetics have the ability to 
precipitate protein has attracted the attention of 
physiologists for a great many years. The great 


French physiologist, Claude Bernard, called atten- 
tion to it as early as 1875. Many of the early workers 
held that anesthesia was due to this action on the 
proteins. More recent work, however, .seems to in- 
dicate that the concentration of the anesthetics nec- 
essary to produce this precipitation is considerably 
higher than that which produces anesthesia. Fur- 
thermore, the precipitation of protein is usually an 
irreversible process and therefore it seems unlikely 
that it is concerned with a reversible process such as 
anesthesia. It seems much more probable that the 
precipitation of proteins occurs chiefly, if not en- 
tirely, when the concentration of the anesthetic is 
high enough to produce permanent injury or even 
the death of the tissues. 


The same general criticisms apply to the dehydra- 
tion theory which was advanced in 1882 by the 
French physiologist Dubois. In fact, the lower con- 
centration of these substances that produce anesthe- 
sia quite often cause the cells to swell by taking up 
water rather than dehydrating them. Here again 
the dehydration is brought about by the higher con- 
centrations of anesthetics and is therefore probably 
associated with the irreversible changes that accom- 
pany injury and death. 


In 1900, Winterstein, an outstanding German 
physiologist, claimed to have shown that anesthetized 
tissues took up oxygen at a slower rate than do 
normal tissues. He later developed a theory of 
anesthesia in which he postulated an action of the 
anesthetic in preventing the taking up of oxygen by 
the tissues. This he believed resulted in asphyxia, 
and the asphyxia in turn produced the suppression 
of irritability that is characteristic of anesthesia. 
While this theory has been largely disproved there 
is, nevertheless, a certain amount of truth in it. Cer- 
tainly it is true that unconsciousness can be produced 
by asphyxia; furthermore, during anesthesia acetone 
and lactic acid often appear in the blood, and these 
substances are products of incomplete oxidation 
which might be considered one of the results of 
asphyxia. However, it seems likely that this con- 
dition does not arise if an adequate supply of oxygen 
is available. Asphyxia may therefore be said to be 
due to an inadequate supply of oxygen rather than 
to any direct action of the anesthetic itself. There- 
fore, while it is true that in higher animals and also 
in man a decreased blood supply to the brain, with 
its consequent lowered oxygen consumption, pro- 
duces unconsciousness which in many respects is 
similar to anesthesia, we are scarcely justified in 
holding the view that the action of anaesthetics them- 
selves is due to a similar mechanism. Certainly in 
the practical administration of an anesthetic it is 
very desirable that the patient be given an adequate 
supply of oxygen. This is perhaps the chief point 
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in which the modern gas machine is superior to the 
ether cone. The anesthetist must, however, always 
remember that the machine cannot observe the color 
of the skin nor the nature of the respiratory move- 
ments. Only an intelligent anesthetist can take these 
factors into consideration, and no machine, no mat- 
ter how cleverly designed, can take the place of the 
alert and constant attention of the anesthetist. 


This brings us to the surface activity theory of 
Traube. In 1904, this investigator called attention 
to the fact that all substances that showed the prop- 
erties of anesthetics also had a marked effect in 
lowering surface tension. Traube’s work also 
showed that there was a direct relation between the 
surface activity of a compound and its ability to 
penetrate cells. More recent work seems to have 
indicated that there is no constant correlation be- 
tween the ability of a substance to produce anes- 
thesia and its effect on surface tension, but there is, 
however, another aspect to this theory. Any sub- 
stance that lowers surface tension is always present 
in the surface layer of a liquid in higher concen- 
tration than in the body of the liquid. The chem- 
ists have given the name adsorption to this tendency 
to be concentrated in the surface. Now I have al- 
ready pointed out that the degree of irritability of 
a cell depends upon the condition of the surface 
membrane which surrounds the cell. Therefore, 
substances that are adsorbed on this surface film 
would be expected to alter the permeability of the 
film and in this way change the irritability of the 
cell. It is this phase of the Traube theory that has 
received the most favorable consideration. 


Closely related to this surface action theory is 
the lipoid solubility theory of Overton and Meyer. 
These investigators pointed out that substances that 
produce anesthesia are always soluble in oils and 
fats, and as a rule their potency as anesthetics in- 
creases in direct ratio to their solubility in lipoids 
and in inverse proportion to their solubility in water. 
An anesthetic must of course have at least some 
solubility in water or it could not be carried by the 
blood in large enough quantities to produce its effect 
on the brain and other tissues. According to the 
theory of Overton and Meyer, therefore, anesthetics 
produce their effects by dissolving in the oils and 
fats which, as I have already pointed out, are pres- 
ent in the surface of the cells. This would result in 
a changed condition of the surface film, which might 
very well make it more stable so as to decrease its 
permeability with a consequent lowering of the irri- 
tability. There is a great deal of evidence which 
seems to indicate that the chief site of action of anes- 
thetics is the surface films or plasma membranes, as 
they are often called, of the nerve cells and fibers. 
Whether the effect is produced by a solution of the 
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anesthetic in the lipoids of the membrane or whether 
it is adsorption that is brought about by surface 
activity or some other factor is a question which 
cannot be answered as yet. However, there is very 
good reason for believing that the solubility of the 
anesthetic in lipoids plays a very important role in 
determining its potency. 


The fact that anesthetics act first on the higher 
sensory centers of the brain is another fact which is 
explained most easily on the basis of the lipoid solu- 
bility theory. Apparently the tissue which contains 
the higher percentage of lipoid is the one in which 
the anesthetic is the most concentrated. Now since 
the cortex contains a high percentage of lipoid ma- 
terial it is easy to understand why it is one of the 
first regions in the body to be affected by the admin- 
istration of an anesthetic. 


It is the function of the anesthetist to so regulate 
the quantity of the anesthetic administered’ as to 
prevent the functioning of the sensory centers of the 
brain and at the same time interfere as little as pos- 
sible with respiration and other processes essential 
to life. The solubility of the anesthetic in lipoids 
would seem to be of fundamental importance in 
making this differential action possible. 


In this paper I have attempted to distinguish be- 
tween the proved experimental facts and the theo- 
ries that have been based on these facts. In some 
cases, however, it is probable that I have over-em- 
phasized the theories, and in a few cases I may 
have stated as facts what in reality are only theories 
as yet. When this has occurred it has been done in 
the interest of brevity and clarity. The subject is, 
of course, one which is far from settled. Much 
more fundamental research must be done before we 
shall be able to state, with any degree of assurance, 
just what the mechanism of the action of anesthetics 
is and why the respiratory center continues to func- 
tion after the activity of the sensory areas of the 
cortex has been suppressed. 
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What the Obstetrical Nurse Contributes to 
Nursing Education in Maternity Care 


ANNE YELTON, R.N. 
Columbus, Ohio 


I. OUR ROLE AS TEACHERS of maternal health 
rules, we are aware of the fact that the clinical pic- 
ture in obstetrics is now ordinarily observed in five 
distinct phases: 


1. Adequate prenatal care. 


2. Watchful and conservative care during labor and 
delivery. 


. Competent medical and nursing care of patient 
during puerperium. 


Simple health instructions to the mother regard- 
ing the care of the baby and sufficient advice to 
aid her in adjusting in the home and community. 


Constructive advice to the mother in the princi- 
ples of personal hygiene and diversional therapy, 
in the event she becomes pregnant again. 


Adequate Prenatal Care 


Of the two million or more women bearing chil- 
dren each year in the United States, statistics show 
that twenty-five thousand die as the direct or in- 
direct result of child bearing. Adequate and efficient 
obstetrical care loses but one mother in four or five 
hundred cases. Taking the State of Indiana as an 
example, during the past ten years (1925-1934 ih- 
clusive) there were 579,621 live births and 3,413 
maternal deaths. During this same period, one preg- 
nant woman in 182 died an obstetrical death. In 
1934, one pregnant woman in 188 died. During the 
past ten years (1925-1934 inclusive) 35,208 babies 
died before the end of the first year, consequently, 
the day is iong since passed when the obstetrical care 
begins at the time the patient goes into labor. Instead, 
the patient is watched throughout pregnancy, the doc- 
tor realizing that he increases the patient’s chances of 
surviving the taxation of childbirth and also min- 
imizes the hazards to which the baby may be sub- 
jected. 

Nurses must assume an enormous amount of re- 
sponsibility in caring for prenatal patients. First, 
the expectant mother must be taught the principles 
of personal hygiene and the importance of physical 
and mental health during this period. Child bearing 
has long been looked upon as a normal physiological 
process; therefore, it is rather hard to establish 


in the minds of the lay people the fact that pregnancy 
is a “disease of nine months’ duration.” Every 
known precaution should be taken in the event the 
patient develops any toxic symptoms and clearly de- 
fined advice should be given as to diet, outdoor exer- 
cise, rest, and sleep. The care of the teeth, blood 
Wassermann, routine blood pressure readings, 
urinalysis and mode of dress to promote comfort 
are points worthy of consideration. 


The expectant mother should always consult a 
competent obstetrician and by so doing many obstetri- 
cal calamities can be avoided. The toxemia of preg- 
nancy alone is responsible for approximately one- 
third of our obstetric deaths. Aware of this incred- 
ible fact, we can readily see the reason for adequate 
prenatal care being the watchword with all physi- 
cians doing obstetrics. 


Labor and Delivery 


At the onset of labor the nurse should be on the 
alert for obstetrical complications such as: breech 
presentation, posterior position of the head, multiple 
pregnancies, pre-eclamptic symptoms, placenta 
previa, ruptured uterus, inadequate measurements, 
prolapsed cord or fetal distress. Such complications 
give the obstetrician no small concern, The nurse, 
by being sympathetic and understanding, should 
allay any fears the patient may have as to the dura- 
tion and outcome of her labor. 


The most rigid asepsis should be instituted, both 
during labor and the delivery. The periodic count- 
ing of the fetal heart is an index to the baby’s con- 
dition at all times. 


Unfortunately all deliveries are not normal and 
in the presence of complications the nurse’s as- 
sistance is of major value if she is perfectly familiar 
with the procedures for an operative delivery such 
as the application of forceps with an episiotomy, an 
internal podalic version, a craniotomy or a cesarean 
section. 


The immediate and proper identifying of the in- 
fant and the treatment of the eyes with silver nitrate 
to prevent ophthalmia neonatorum are vital pro- 
cedures to be carried out in the delivery room. 
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After the delivery and repair, if one is made, the 
vaginal orifice should be covered immediately with a 
sterile pad to prevent a possible air embolus and to 
cover the suture line. Routine taking of the patient’s 
blood pressure one hour post partum may acquaint 
the doctors and nurses with a condition of impending 
toxemia and conservative treatment for hypertension 
can be started immediately, thereby eliminating the 
possibility of an eclamptic convulsion. 


Post-Partum Care 


The normal post-partum patient has an uneventful 
recovery. The patient with obstetrical complications 
post-partum is less fortunate. Such occurrences as 
post-partum hemorrhage, mastitis, milk leg, psy- 
chosis, puerperal sepsis, subinvolution, pyelitis and 
cystitis means that the patient requires skilled nurs- 
ing care. In most cases, however, with the advantage 
of such nursing care, the patient becomes well and 
strong with only the longer period of lying in bed 
as an added factor in her recovery. 

The morbidity and mortality of both mother and 
babe can be appreciably decreased by a constant fight 
against invading bacteria. All those coming in con- 
tact with obstetrical patients in the puerperium 
should realize that the breasts, vaginal orifice and 
suture lines consequent to lacerations are definite 
avenues whereby infection may enter and cause very 
serious results. 

The teaching of Semmelweiss, the discoverer of 
cause and inventor of means for prevention of 
puerperal infection, may well be followed, especially 
in regard to the extreme care as to cleanliness of 
the hands at all times. 


Simple Health Instructions to Mother 


As the nursing mother leaves those who have cared 
for her during the lying-in period, she should be 
made to realize the value of the protection afforded 
the baby by breast feeding, provided the milk is suf- 
ficient in character and amount. Every effort should 
be made to create in her a desire to nurse her baby, 
being sure that she is aware of the ways and means 
of promoting and maintaining lactation. In prac- 
tically every instance, if the patient is in a favorable 
frame of mind and is well-nourished, the milk supply 
is sufficient except when breast feeding is contra- 
indicated by an abnormal physical condition such as 
pulmonary tuberculosis or other debilitating diseases. 


The simple procedures of a daily bath for the in- 
fant, the forcing of water mid feeding with in- 
structions as to the benefit of a great amount of sleep 
and sufficient outdoor air, are points the mother can 
easily be taught. The application of daily health 
rules and normal living for the mother and babe 
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should render the patient once more a member of 
society with the added pleasure and ability of caring 
for her newborn child. 


Constructive Advice to the Mother in the Prin- 

ciples of Personal Hygiene and Diversional 

Therapy. in the Event She Becomes Pregnant 
Again 

In thinking of the ideal obstetrical practice it is 
probable that future generations will see the general 
acceptance of two phases in addition to those already 
mentioned. These will be: (a) Education of the 
child bearing woman to appreciate the great advan- 
tages of consulting a physician for a complete physi- 
cal check up prior to becoming pregnant. Factors 
interfering with a normal pre-natal course are in- 
cipient as well as advanced tuberculosis, impending 
toxemia of pregnancy, chronic nephritis, luetic con- 
dition, placenta praevia, cardiac complications and 
many other physical handicaps that make the mother 
incompatible for the delivery of a normal living babe 
as well as jeopardizing her own health: (b) Educa- 
tion of the parturient woman to the fact that for 
sound medical reasons as well as for obvious social 
and economic considerations her pregnancies should 
be properly spaced. It follows as a necessary corol- 
lary that the ideal obstetrical practice of the future 
will not be considered to have been complete until 
the patient has been furnished adequate advice and 
instruction in some practicable method of contracep- 
tion. The emphasis in education today as expressed 
in the reports of the White House Conference on 
Child Health, the Committee on Maternal Mortality 
and Morbidity of the English Ministry of Health, is 
on better teaching and practice in schools of nursing, 
schools of medicine, and midwifery. 

All nurses having earned the right and privilege 
of wearing a uniform should seek to become mem- 
bers of a highly organized group not only technically 
trained but possessed with the ability to make a con- 
structive contribution to the patient, the hospital, and 
lay people as well. In this way only can nursing 
education in obstetrics reveal that “the Spirit of 
Service depends upon the Spirit of the Servant.” 


——— 


New Building Planned for 
Lebanon Hospital 


Lebanon Hospital, New York City, established in 
1890 “to relieve over-crowded conditions and enable 
the sick poor to receive better care,” is to be housed 
in a new 12-story structure on the Grand Concourse. 
The building will be erected at a cost of $2,500,000. 

The hospital is one of 91 institutions supported by 
“The Federation for the Support of Jewish Philan- 
thropic Societies” in New York City. 
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E-D-I-T-O-R-I-A-L-S 


On the Accreditation of 
Schools of Nursing 


The National League of Nursing Education, at 
its biennial meeting in Los Angeles, took an action 
of important significance to hospitals and schools of 
nursing. If properly directed it is potential of much 
good; if misdirected it will result in great harm to 
nurses, hospitals, physicians, and the public. The 


action was as follows: 


“I. That the N.L.N.E. accept responsibility for 
accrediting schools of nursing on a national basis. 

“II. That a standing Committee on Accreditation 
be appointed, and that it be instructed to consult with 
State leagues and State boards regarding the setting 
up of the program and putting it into action. 

“TIT. That this Committee be authorized to com- 
plete the plan for accrediting and that in addition it 


be authorized to put the plan into operation.” 


The report of the Committee on Accrediting pre- 
sented to the League at its Los Angeles meeting rec- 
ommended among other policies, “that classifying 
or rating schools as A, B, or C should be avoided” ; 
that “different standards for different regional areas 
should not be encouraged”; that “the standards se- 
lected in the beginning should be reasonable and 
should not place too great emphasis on fixed quan- 
titative requirements”; that “in order to meet the 
expense of an accrediting program, it is suggested 
that an annual registration fee of approximately 
$25.00 be paid by each school, and in addition, that 
a flat fee be established which would be charged 
for each visit.” (These costs would, of course, be 


paid from the revenues of the hospital. ) 


To quote further from the report: “It is an ac- 
cepted principle that the accrediting of schools with- 
in a profession is essentially a function of the pro- 


fession itself.” 


It may be admitted that reasonable standards 
applicable to schools of nursing, wherever located 
and in whatever type of hospital, are desirable. It 


may be conceded that the League of Nursing Educa- 
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tion is the organization to which this activity might 
properly fall. But certainly the responsibility is not 
theirs exclusively, nor should this particular func- 
tion be solely delegated to an organization whose 
members are graduate nurses, but who are now 
educators. 

If it is a wise and good policy that definite 
standards for educational schools, including nursing 
schools, be adopted (and such eminent educators as 
President Elliott of Harvard, Chancellor Chapin of 
the University of Rochester, and others seriously 
doubt the wisdom and greatly discount the value of 
such standards) then the standards should be de- 
termined, in the case of nursing schools, by those 
who contribute most to the education of the nurse, 
namely, the representatives of the medical staffs, 
the hospital administrators, the public, and finally 
and as important as any, the graduate nurse not on 


the faculty of the nursing school. 


Every nursing school employs the medical men 
of the hospital staff in the instruction of its students. 
The hospitals support the nursing schools out of 
their revenues. They will further sustain the Ac- 
crediting Committee through the payment of annual 
fees and of the costs of visitation of members of the 
committee or their representatives who inspect the 
schools. The graduate nurse is interested because 
she is the product of the school and through her 
service in the hospital, and often in the homes of her 
patients, gives the clinical education that the student 


nurse receives. 


Standards should not only be reasonable, but must 
be flexible, if they are to be good standards. The 
same standards could not apply to our rural and 
small urban hospitals that would be demanded in 
university schools like Yale or Harvard. 

If schools of nursing are to be accredited, every 
phase and all of the implications must be evaluated 
before the accepted standard is defined, and that 
should be done, not by representatives of a single 
interested group, as the League of Nursing Educa- 
tion, but by joint action of representatives of the 


several interested groups of nurses, medical staffs, 





hospitals, and the public working with them, either 
as an advisory committee or as members of the 
Accrediting Committee. 


It is to be devoutly hoped that any system of 
accrediting schools of nursing will not seriously re- 
duce the number of nurses graduated below what the 
present level is. The most serious shortage of com- 
petent graduate nurses which this country has ex- 
perienced in thirty years now confronts us. 


The shortage is not confined to particular cities or 
localities, it is general. Detroit hospitals could em- 
ploy two hundred more nurses if they could secure 
them. Practically all metropolitan hospitals are 
having difficulty in filling their nursing staffs. The 
rural areas are almost denuded of graduate nurses, 
and during the period of the drought, bringing with 
it increased sickness and disability among the people 
of the stricken areas, few graduate nurses were 


available for the care of the sick. 


Nurse educators as well as nurse organizations 
have a large job ahead of them in providing suff- 
cient nurses for the needs of the people on our farms 
and in our rural towns. 


The school of nursing is, and we hope will always 
be, “the poor girl’s school.” The opportunity that 
it affords her in return for her application, industry 
and studious habits, to prepare herself for entrance 
into an honorable and dignified profession we all 
hope will be more remunerative in the future than 
during the past few years. We want her edu- 
cated in her art and trained in the skill of administer- 
ing to the sick. Such reasonable standards for our 
schools of nursing as will best accomplish this are 
greatly to be desired; but such definitions and such 
standards must be adopted as will result in the 
greatest good to the student, the patient, the hospital, 


the physician, and finally to the graduate nurse. 


se se 


Helping the Little Fellow 


Recently an administrator remarked, “If there is 
a ‘forgotten man’ in the hospital field, it is the small 
hospital,” and one might well ask, “Is there not some 
truth in that statement?” Are we doing all that we 
can for the small hospital? True, our larger hos- 
pital conventions have small hospital sections or 


sessions and our magazines frequently refer to their 
problems, but is that enough? 


The average small hospital is in a peculiar situa- 
tion. It is exceedingly hard for it to get informa- 
tion. Many are never represented at national con- 
ventions and seldom represented even at state or 
provincial meetings. If a delegate is sent, it may 
be economically impossible to send more than one. 
The Board of Trustees, often lacking the knowledge 
of the value of outside contact, may not even au- 
thorize subscriptions to journals; in fact the only 
contact with the fast moving outside hospital world 
may be through the “drummer” or the literature of 
commercial houses. Even when delegates do at- 
tend conventions, they hesitate to bring forth their 
own problems in a round table discussion, erroneous- 
ly fearing that others will consider such questions 
to be trivial and petty. 


It is in just such instances that the big hospital 
can be of real assistance to its small neighbor—to be 
big brother to the little fellow. With its greater 
experience, its highly specialized departments and 
personnel and its broader contacts, the big hospital 
can be an influence for good beyond its walls or its 
city far exceeding its comprehension. How can 


the large hospital be its “brother’s keeper?” 


Much can be accomplished by correspondence. 
Such should be welcomed ; one’s desk may be laden, 
but no act of the day will be more appreciated than 
this courtesy to a small neighbor. Advice can thus 
be given on choice of apparatus, on market values 
and trends, on charges and collection methods, blood 
donor lists or names can be furnished, and radiolog- 
ical films read or pathological tissue diagnosed, the 
latter favors for a fair fee if more than occasionally 
requested. Certain equipment could be loaned now 
and then, and pupil nurses could be accepted for 
affiliation. Short courses of instruction could be 
given to accountants, technicians, record librarians, 
supervisors and others from small hospitals whose 
personnel need brushing up in their various fields. 


The larger hospital, with its highly trained staff, 
might even send one of its personnel now and then 
to a struggling outlying hospital to help it organize 
or improve a service. The record librarian might 
be loaned for a week to set up a proper record sys- 
tem; the dietitian might go out occasionally to check 
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over and revise the dietary lists and arrangements ; 
the accountant or bookkeeper might set up a proper 
accounting system; the laundryman or engineer 
might give expert advice in their respective fields. 
The big hospital can help the little fellow in many 
ways. After all there is some moral responsibility 
and it is to the credit of so many of our big hospitals 
that they are taking such a kindly interest in their 


smaller neighbors. G.H.A. 


& & & 


Our Annual Convention 


This is the mid-convention season. Most of the 
state and regional associations have had their con- 
ventions during the spring months, the fall being 
reserved for the general convention that is inclusive 
of all. Each has its own purpose to serve, and pos- 
sesses its individual merits. The amount of benefit 
to be derived from membership in a hospital asso- 
ciation, in common with all like affiliations, depends 
upon the degree of participation on the part of the 
member in the activities of the organization. At- 
tendance at the conventions of the association is a 
definite opportunity for the member to profit by his 
membership. 


The hospital administrator’s position is in many 
ways a lonely one. Trustees are concerned with the 
general policies of administration, and do not possess 
sufficient intimate knowledge of the details of opera- 


tion to make them available for consultations on the’ 


varied and troublesome problems that arise. Good 
administrative practice directs that difficulties in- 
volving one department should not be discussed with 
associated personnel in other departments. So the 
administrator faces the solution alone, unless he is 
so fortunate as to have formed friendships with 
other hospital executives, to whom he may turn for 
a sympathetic discussion of his problem. Such 
friendships are formed at hospital conventions. 


Authorities, both in the hospital field and in other 
professional fields, consider attendance at profes- 
sional conventions to be a hall-mark of progressive- 
ness. So the hospital that does not encourage its 
administrator and other executive personnel to at- 
tend their respective conventions is very apt to show 
other evidences of retarded progress, and the admin- 
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istrator who, himself, does not put forth every ef- 
fort to attend his hospital conferences is very apt to 
be behind the times in his administrative policies. 


Each year there is some current issue that assumes 
major importance. Here new ideas are obtained. 
Here enthusiasm is renewed for your chosen field 
of endeavor. More can be gained by personal con- 
tact than can be learned by reading reports. The 
mistakes one makes, as a rule, are not published, 
but in a conference the things that one would not do 
over again are more readily admitted. Many new 
theories are published but it remains for group expe- 
rience, as expressed at the conference, to determine 
which are successful in practice. 


Each hospital usually has at least one trustee who 
makes the hospital his hobby. This trustee, or what- 
ever other ones it may be desirable to have become 
particularly interested in the hospital, should be en- 
couraged to attend and sense the atmosphere of the 
hospital convention. Here leaders in hospital ad- 
ministration are available for helpful advice. Here 
are exhibits of the latest equipment in the hospital 
field. The firms send their factory and development 
men to attend these exhibits, so that the best source 
of information is readily available for any problem 
of purchasing or operating procedure. Comparative 
merits of competitive products also can be de- 


termined. 


When the geographical location is favorable, the 
heads of the various departments are to be encour- 
aged to attend the programs and exhibits of interest 
to them. The Board of Trustees should recognize 
the benefit to be gained, and make it possible for the 
administrator and other personnel, as far as possi- 
ble, to attend these conventions. Some thought 
given to planning the trip, perhaps by automobile in 
a group, will enable them to attend at a reasonable 
expense, certainly within limits that will return prof- 
its to the hospital. 


The advantages to be gained by the individual and 
the possibilities for the direct return of benefits to 
the hospital are evident. How many will avail them- 
selves of this opportunity? There is a very large 
group that always attends. It is the new faces that 
are present, and the new hospitals that are repre- 
sented that encourage those who plan these conven- 
tions. The benefits should be enjoyed by all. 





The Superintendent's Job in a 


City Hospital 


A NEW EDITION of a pamphlet compiled 
under the direction of Dr. S. S. Goldwater, Com- 
missioner of Hospitals, and defining the duties of 
superintendents of institutions in the Department of 
Hospitals of the City of New York, reveals some of 
the peculiar problems of municipal hospital admin- 
istration in the City of New York. 


Well-to-do patients are at times taken to City 
hospitals following accidents and difficulties arise 
when their friends insist upon the immediate trans- 
fer of the patient to a private hospital regardless of 
the patient's condition. In these situations the su- 
perintendent is expected to intervene. When the 
patient or his responsible relative or friend insists 
upon transfer, notwithstanding the advice of the 
superintendent, the rules of the Department of Hos- 
pitals require that a formal release be executed which 
absolves the hospital and the City from responsibil- 
ity for the consequences of the transfer. 


Rules Applying to Surgical Operations 


Although thousands of surgical operations are 
performed in City hospitals each year, serious mis- 
understandings in regard to them are rare and the 
intervention of the courts is almost unknown. It 
is a rule of the Department that where an operation 
has to be performed on a minor, the written consent 
of the parents should be secured in advance, but in 
desperate emergencies permission to operate is 
granted by the superintendent, provided the visiting 
surgeon states in writing that the immediate per- 
formance of the operation is essential. A written 
statement is also demanded of the surgeon where a 
major operation is required in the case of an adult 
who is not in a condition to sign consent. 


When unmarried girls, apparently under the age 
of 16 years, are admitted to the obstetrical division, 
the Society for the Prevention of Cruelty to Chil- 
dren is notified. If a woman is admitted who claims 
to be the victim of a criminal attack, the superin- 
tendent notifies the district attorney. 


Recent disclosures concerning the designation by 
relief authorities of discharged criminals whose an- 
tecedents were unknown, to conduct home investi- 
gations are brought to mind by a Department of 
Hospitals rule which provides that no inmate of any 


correctional institution shall be employed in any 
ward of any hospital while the ward is being used 
for hospital purposes. 


Solicitation of Patients for Private Practice 
Prohibited 

Precautions are taken by the Department to pre- 
vent the solicitation of patients for private practice 
in City hospitals or clinics. A Department rule for- 
bids the informal referral of patients to the office 
of any member of the medical staff, because the 
municipal hospitals are by definition intended for 
the care of indigent patients. From time to time, 
a prosperous individual is carried in an ambulance 
to a City institution, and when the emergency is 
past, such a patient may desire to engage the staff 
member who looked after him gratuitously in the 
emergency. Under the rules, such an arrangement 
must be reported to the superintendent by the med- 
ical man concerned, and the transfer of the patient 
to private care thus becomes a matter of record. In 
this field all private transactions, off the record, are 
forbidden. 


Courtesies Extended to the Family Physician 


Superintendents are expected to extend every pro- 
fessional courtesy to the family physician of a pa- 
tient who visits the hospital, but the actual care of 
the sick in municipal hospitals is restricted to the 
regular staff. In a city like New York, any system 
of clinical practice not under strict control would be 
hazardous, 


When an agent of Father Divine recently re- 
quested permission to preach in the wards of a city 
hospital, he was blocked by a rule which forbids 
preaching or public religious services of any charac- 
ter in the wards of any hospital or institution. This 
rule is not intended to interfere with the fulfillment 
of the wish of any patient who asks for a spiritual 
adviser, for whenever a patient is desirous of con- 
versing privately with a minister of religion, the 
superintendent sees that the patient’s request is com- 
plied with. 


Marriages have from time to time been performed 
in city hospitals under peculiar conditions, and some- 
times legal controversy has followed, hence the rule 
that “no marriage ceremony may be performed in 
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the hospital without the consent of the Commis- 
sioner, except in the case of accident or of a serious 
illness which might involve the death of a patient 
or inmate, and then only when the patient or inmate 
is in full possession of his or her faculties.” 

Elaborate precautions are taken to bring into 
broad daylight all the circumstances surrounding any 
unusual hospital death. When the death of a pa- 
tient occurs as a result of an accident, suicide, under 
anesthesia, or in any circumstances in which serious 
complaints or questions might be raised, the super- 
intendent is expected to make a full investigation in 
cooperation with the medical board, and the findings 
are forwarded to the central office of the Depart- 
ment. 


How Clinical Records Are Safeguarded 


Clinical records are treated as confidential docu- 
ments. No hospital officer or employee, except the 
superintendent, is permitted to give out any clinical 
information, and the superintendent is permitted to 
furnish this information only to patients or their 
duly authorized representatives. In order to pro- 
tect the patient and the city, such authorization must 
be in writing and must be duly acknowledged by a 
notary public. 

The removal of the clinical record of a patient 
from a hospital is forbidden, without the special per- 
mission of the Commissioner. Records may, how- 
ever, be removed from the hospital when subpoenaed 
by the courts. 


Payment of Fees or Gratuities Prohibited 


From the standpoint of hospital morale, one of 
the most important rules is that which forbids the 
payment of fees or gratuities for medical or nurs- 
ing service performed in a city hospital. The De- 
partment’s instructions are that under no circum- 
stances shall the superintendent “permit any member 
of the medical, surgical, or nursing staff or any em- 
ployee to solicit, receive, or agree to receive for him- 
self or herself or for any one connected or not con- 
nected with the institution, any contribution, fee, 
gift, gratuity, perquisite, or emolument from any 
person or persons who have received institutional 
care, or from any relative or friend of any such 
person or persons.”’ These transactions are covered 
not only by the rules of the Department but by sec- 
tion 826 of the Penal Law. Infraction of this rule 
has led to the separation from the Department of 
minor employees, and even of members of the visit- 
ing staff. 


The Co-operation of the Various Hospitals 


The fluctuating demands for hospital service in 
various sections of the city call for co-operation be- 
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tween the various hospitals, and it is the task of the 
superintendent to inform the central office of the 
Department daily, before 11:00 a. m., of the census, 
thes number of vacant beds, the number of patients 
in each service, the number of patients to be trans- 
ferred from each service to other hospitals and the 
particular type of case to be transferred; the central 
office then endeavors to distribute the hospital load 
in an equitable manner. 


’ 


Reporting of Wounds and Personal Injuries 


The arrival of an injured person at a city hospital 
is often the first indication of the commission of a 
crime. When persons apply at a city hospital for 
the treatment of knife or gunshot wounds, or of 
other conditions of a suspicious nature, the superin- 
tendent must notify the Police Department by tele- 
phone, and must see that such persons are detained 
until a police officer arrives. 

From time to time the Department of Hospitals 
receives patients whom it is unable to identify, owing 
to the mental incapacity of the patient or to his un- 
willingness to co-operate, and the superintendent is 
required to report to the Bureau of Missing Persons 
of the Police Department each admission of an un- 
identified person. 


Medical Superintendents Do Not Exercise Clinical 
Functions 


Although nearly all the superintendents of city 
hospitals are graduate physicians, their duties are 
essentially administrative and they are forbidden to 
occupy themselves with clinical functions or to com- 
pete with the staff physicians who are responsible for 
the care of patients. 


Superintendents are expected to see that no pri- 
vate work is done in a hospital laboratory. 

The rules demand that superintendents prevent 
the employment in city hospitals of persons who are 
not citizens of the United States. 


The Relation of the Medical Superintendent to the 
Commissioner of Hospials 


The hospital superintendent is the local represen- 
tative of the Commissioner in executive matters, but 
the medical staff has full responsibility for actual 
medical care. Situations sometimes arise where the 
question to be decided is essentially of a mixed med- 
ical and administrative character. In a case of this 
kind, if the question becomes controversial, the su- 
perintendent is required to confer with the Com- 
missioner before a decision is made. 

Prior to 1934 it was known that certain medical 
superintendents or deputies, although pledged to full 
time service in the city hospitals, were engaged in 












private medical practice. Under the new rules, su- 
perintendents and their deputies are forbidden to 
engage either in private practice or in business. 

All the superintendents of the Department attend 
monthly conferences at the central office. Puzzling 
questions of administration are discussed at these 
conferences and a common understanding is created. 





“It is my belief,” says Dr. Goldwater, “that the 
routine administration of the Department of Hos- 
pitals is today functioning as smoothly as that of the 
average voluntary hospital, although the latter have 
the advantage of close individual Board of Trustee 
control, and are subject to far fewer legal and ad- 
ministrative complexities than the municipal hos- 
pitals.” 








Additional Duty on Imported German 
Instruments 


Under order of the Commissioner of Customs, 
approved by the Secretary of Treasury, countervail- 
ing duties become effective in July on a number of 
German products, in which surgical instruments 
are included. A countervailing duty is one that is 
placed upon the imported products of a particular 
country in addition to the regular duty to meet what 
is considered as discriminatory action on the part 
of the country involved, such as the giving of boun- 
ties or grants by the foreign government to the man- 
ufacturers of these articles when exported. 


The effect of such bounties or grants is to permit 
the manufacturer to export his products below cost, 
and our Federal Government considers that in order 
to protect United States industry a countervailing 
duty should be placed on such a product to compen- 
sate for the bounty or grant bestowed by the for- 
eign government. 

The general duty on surgical instruments is 55 
per cent, unless the major value of the article being 
imported is glass, when the duty becomes 70 per 
cent. The countervailing duty placed upon imported 
German instruments is 56 per cent of the invoice 
value, in addition to the regular duty. This is an 
estimated amount that is held on deposit until the 
exact amount of such bounty or grant by the for- 
eign government is determined. This became effec- 
tive July 11, 1936. 

In view of the fact that this is a duty placed on 
German imports only, to compensate for what is 
considered to be an unfair trade practice on the 
part of the foreign government and manufacturers, 
it was deemed inadvisable to request any exemption 
for hospitals. 

Other items of German imports included in this 
order were: cameras 45 per cent; china tableware 
22% per cent; cotton and rayon gloves 39 per cent ; 
leather gloves 47 per cent; calf and kid leather 25 
per cent; glass tree ornaments 52 per cent; metal 
covered paper 48 per cent; thumb tacks 31 per cent; 
and toys, dolls, and toy figures 45 per cent. 





Ohio Statistics for 1934 


The State Department of Health has analyzed the 
uniform annual reports submitted to it for 1934 by 
the Ohio hospitals and has issued the following com- 
pilation of statistics: 


Number of hospitals registered........ 307 
Number of annual reports received.... 297 
Number of maternity hospitals licensed. 295 
Number of births in hospital.......... 39,766 


Percentage of total Ohio births in hos- 
Le We Stee pera Fed eae 
Total potential earnings of 174 general 
oo ee ee er te SEE eee $17,972,900 
Total operating expense of 174 general 
WIL dois bvincd Ss Fas ens $18,154,490 
Average per patient per day cost of general hos- 
pitals, grouped according to size: 


39.7% 


Number of Number Average Cost 
Hospitals Included of Beds Per Day 
es ce hence’. 1- 25 $5.18 
Os Kee ke anes 26- 50 5.16 
Deh Vins ta keke 51-100 4.77 
Da Hatyys dss 101-200 5.18 
ee Tere 201-300 5.42 
Pigs is casas 301-500 4.66 
Rss caawescere over 500 3.64 
Accidents were reported as follows: 
First Number of 
Aid Only Admitted Days Care 
Industrial ....... 10,241 6,797 93,005 
Auto traffic ...... 12,968 10,048 111,730 
to err ee 64,125 18,733 110,314 





Non-Skid Bathtubs 


In order to give bathtubs a non-skid surface, a 
leading manufacturer embosses serpentine waves on 
the floor of the tub. 


——$<@————— 


A London hospital has recently constructed a 
pollenarium in which to study grass pollens that are 
used in treating hay fever. 
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Psychological Motives of Aversion 
Towards the Hospital 


From Observation and Impression of a “Ward-Patient” 


ADALBERT LITTMAN 
New York City 


O... A FEW DECADES AGO the thought of 
hospitals aroused horror in the people. The mental 
picture of all kinds of operations, the gruesome in- 
struments, unpleasant odors, discipline, loneliness, 
and last but not least, the fear of death, raised not 
only anguish, but distrust and disgust as well. 

However, it has lately become apparent that the 
public is gradually showing a greater confidence in 
medical science and a more favorable attitude to- 
wards the hospital. 

In cases of severe illness, the sick no longer apply 
for admission with the thought, that they will not 
be able to leave the hospital. They no longer enter, 
like the souls in Dante’s “Inferno” with the warning 
in mind “Lasciate ogni speranza” (Abandon all 
hopes). The public of today is somehow convinced 
that the present-day hospital has many competent 
physicians who, with the aid of various modern 
scientific methods, are better able to make more defi- 
nite diagnoses and to render more adequate treat- 
ment. The sick, therefore, may rather expect a 
more rapid cure in the hospital than at home. 

If, however, despite all these factors, a certain 
prejudice and aversion towards the hospital still ex- 
ists, the fault may lie in our so-called “high culture,” 
which apparently could not as yet penetrate into all 
classes of mankind. Or the fault may lie in man’s 
sceptical nature which still doubts that satisfactory 
care can be received in the wards through mass 
Service. 

Psychological Influences Affect 
Physical Condition 

In general, psychology plays a very important part 
in our daily lives. All our thoughts, all our actions 
are the conscious or subconscious reactions of our 
psychological state. According to our state we show 
different moods and dispositions. If we feel psy- 
chologically and physically well, we look cheerful, 
but as soon as we meet with reverses, we are de- 
pressed and morose, no matter how intellectuals in 
their social life sometimes try to veil their humble 
feelings and to act contrary to them for the sake of 
only showing a cheerful disposition (Max Nordau: 
Die konventionelle Luegen der Kultur-Menschheit). 

Psychological influences can affect us not only 
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psychologically, but very often physically, too ; some- 
times to an extent which may alter the whole course 
of our bodily sickness. For instance: a little excite- 
ment to a tuberculous patient may often lead to a 
disastrous hemorrhage of the lungs; or a harassed, 
high tensioned life is often the cause of a nervous 
breakdown, etc. 


Universal Interest in Observations 
of Mental Reactions 


Almost every science, as well as the belletristic, 
has for centuries been interested in the observations 
of human mind in its reactions. We find, for in- 
stance, in the modern and classical literature many 
fine descriptions of fear, joy, bravery, suffering, etc., 
as psychological manifestations of human beings. 

Among the sciences, philosophy has also consid- 
erable literature about the same reactions, mostly in 
conjunction with universality and religion. In crim- 
inology the jurist often builds up his defense on 
psychological motives only for the explanation of 
some committed crime. The medical sciences, of 
course, take the greatest interest in the inquiry into 
the human mind, both from psychological as well as 
the physiological viewpoint. And last but not least, 
for its peculiarity, there must also be mentioned 
technology, which lately in some of its industrial 
phases has also become interested in the study of 
human reactions—although only from an economic 
standpoint. It has proved, for instance, that the 
painting of dread machinery in gay colors and the 
provision of music during the working hours, tend 
to diminish the monotony of work and in conse- 
quence, favor increased production. 

For the observation of human mind—en masse— 
there is not a better place than the hospital, where 
there are all classes of people and where the sick 
have to subject thmselves not only to a bodily, but 
often to a mental search, for the real cause of their 
illness. 


Below I shall try to bring out all the major psy- 
chological motives and reactions which generally oc- 
cur with the sick in the ambulatory as well as in the 
bed-ridden stages; before entering the hospital and 
when in hospital. 
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Before Entering Hospital 
(a) In Ambulatory Stage 

The psychological motives of the sick before en- 
tering the hospital, are in comparison with those of 
the patient in the ward, merely imaginary. Whereas 
the patient in the ward confronts everything in real- 
ity, the sick, who have not yet been in a hospital, 
obviously cannot have any experience about hospital 
routine and all their reactions manifested before en- 
try in a hospital cannot be considered but as imag- 
inary. Among these reactions the most impressive 
is that of fear. 

Fear: Fear of hospital is rather an atavistic in- 
heritance of mankind throughout the centuries, than 
a justified reason for its manifestation. It harkens 
back to the time when patients in the’ hospital died 
in great masses, due mostly to the ignorance of the 
cause of many diseases or of their remedies, of 
which many are now clearly known. Another rea- 
son for this fear is also the imaginative vision of 
every patient being operated on and upon very few 
surviving. 

Distrust: 
would be sufficient to raise in the patient in equal 
measure distrust as well toward the hospital. How- 
ever, besides these baseless reasons, he has also such 
false conceptions about the hospital that the sick in 


The aforementioned motives for fear 


a ward can neither desire nor object to anything 
because of the strict discipline that exists tnere. 
Disgust: A minor reason for disgust is the re- 
pulsive vision of blood, which in the mind of the 
sick, appears to flow without end. But the main rea- 
son for disgust undoubtedly is the mental picture of 
those still existing old gloomy hospitals, which with 
their poorly illuminated, large congested wards and 
mysterious looking corridors make rather the im- 
pression of an armory or prison, than of a merciful 
institution, where the patient may expect some help 
for his suffering. Although there are many modern 
built and equipped hospitals, yet the repulsive pic- 
ture of these dreary looking hospitals cannot be for- 
gotten, as there are still many of them in operation. 


(b) In Bed-ridden Stage 

Indifference or Apathy: In contrast to the above 
mentioned reactions, which show a decided aversion 
towards hospitals, there occurs with the bed-ridden 
patient a peculiar feeling, which is perhaps best 
called indifference or apathy. 

This reaction shows a tendency or inclination in 
favor of the hospital rather than against it. It arises 
when the patient’s suffering becomes so unbearable 
that he is willing to undergo anything in order to 
be relieved of his suffering. 


In the Hospital 
(a) In Bed-ridden Stage 


The psychological motives and reactions of the 
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In the Hospital 


This Graphic Representation Shows the Imaginary Ca- 

pacity of Psychological Reactions as They Are Related 

to the Patient’s Surroundings and Physical State Before 
Entering and When in the Hospital. 


patient in the ward differ in many respects from 
those imaginary ones, which he manifests before en- 
tering the hospital. Namely, as soon as the sick in- 
dividual becomes a ward patient, the new surround- 
ings in which he is set and the routine measures 
which he has to face every day, change in a short 
time his entire mental reactions. Seeing everything 
in reality, many of his former dreadfully imagined 
facts lose their reacting power on him. In conse- 
quence, his fear and disgust gradually lessen. On 
the other hand some new reactions arise, such as 
loneliness, anxiety, ennui, etc. Among these new 
reactions, perhaps the most impressive is loneliness. 


Loneliness: This reaction, as it is known, is mani- 
fested in life not only by patients but very often by 
healthy persons as well; for instance, when a man is 
forced to Icave his accustomed surroundings and 
loved ones for the sake of earning a living in a 
strange place. If such translocation impresses 
healthy persons, how much more must a change in 
surroundings psychologically affect the ward patient, 
who in his helplessness, also has to transform all 
his previous life habits. 

The feeling of loneliness is also sometimes in- 
creased in the ward-patient by his meditating that 
if he would stay at home, perhaps he would not lose 
the connection with his occupation or with the sur- 
rounding world in general. The reception of visi- 
tors does not lessen the feeling of loneliness either. 
On the contrary, it may sometimes even increase at 
parting. 

The reacting power of loneliness starts to lessen 
somehow, when the patient is able to leave his bed 
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and has the opportunity to meet in the dayroom, 
garden, or roof, other inmates with whom he may 
have an exchange of sympathy, or where he may 
find some other entertainment. 


Despite all these facilities, however, it can be no- 
ticed, that in general the feeling of loneliness re- 
mains with the patient as long as he stays in the 
hospital. This feeling is perhaps also due to the 
mighty power of human adaptation to its everyday 
surroundings. 


Anguish: It is only in the beginning that such 
occurrences as screaming, agonies, deaths, patients 
returning from operating rooms, etc., frighten the 
ward patient, because later on, as the daily routine 
in the ward repeats itself a few times, the patient 
gradually becomes apathetical and the feeling of an- 
guish gradually lessens. There is one moment only, 
when even the most hardened patient becomes timor- 
ous and that is, when he himself is about to be pre- 
pared for an operation, which, by association of all 
kinds of gruesome thoughts, reminds almost every- 
one of death. 


Disgust: According to the Latin proverb: “De 
gustibus non es disputandum,” no one can be defi- 
nite about another’s likes and dislikes. However, 
things occur in wards, which undoubtedly cannot 
please any patient. For instance, nothing is more 
unpleasant than hard and cold food which should 
be served soft and warm, nor can chipped dishes or 
torn underwear, etc., make a good impression. 


Trifles can often excite the patient more, psycho- 
logically, than important serious matters and may 
put him into such a dissatisfied mood that the en- 
tire ward’s satisfactory psychological state can be 
changed. 


Therefore, the importance of good board and 
service should not be underrated by the manage- 
ment, because there are some patients who do not 
measure the merits of a hospital solely by proper 
medical care, but very often through the satisfaction 
of their stomachs. 


Another disgusting feeling of the ward-patient is 
the disturbances and noise in the early mornings, 
when the wash-basins are going to be carried, break- 
fast served, temperatures taken, bed-linen and un- 
derwear changed, etc., perhaps at the same time 
when the patient, after a whole night’s vigil, would 
like to sleep. 


Although these disturbances cannot be avoided in 
general, they should at least be reduced. It can be 
done if hospitals would have several small wards 
instead of a few large ones. This would mean that 
the patient in a ward with only a few beds would 
be disturbed indirectly, much less. 
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Distrust: The manifestation of distrust on the 
part of the patient is undoubtedly more obvious in 
the ward than at home. Whereas the patient at 
home is surrounded at all times by his loved-ones 
and may obtain whatever he likes or may object to 
whatever he dislikes, in the ward he has to trans- 
pose himself to a strange environment and to sub- 
ject himself to an unknown force, at the disposal of 
the doctors and nursing personnel. No wonder then, 
that such new surroundings makes him at the be- 
ginning, not only distrustful, but psychologically 
grossly dissatisfied. 


He becomes sensitive and susceptible to all out- 
side impressions, good as well as bad. 


The first impression the patient receives is, besides 
the hospital itself, the manner in which the nurse 
in charge and the resident physician receives him. 
These first impressions may create such an effect on 
the patient that they sometimes may constitute the 
foundation to the further formation of his opinion 
about the entire hospital. 


Another very important factor for the formation 
of his opinion is, the personality of the attending 
doctor, whose name and reputation properly carries 
the hospital. 


The patient usually looks up to him as to his 
savior, on whom life and death depend. His per- 
sonality is what gives the patient hope for his life 
and confidence in the hospital. It is therefore, not 
unimportant whether the attending doctor can create 
through his personality the impression that every 
one of his staff, including the nurse in charge, is as 
well permeated by endeavor and consciousness of 
duty as he is himself, because through these impres- 
sions the patient usually acquires his firm confidence 
in all agents of the ward. These impressions can- 
not be valued highly enough as an indirect psycho- 
logical expedient for the rapid recovery of the pa- 
tient. 


Confidence on the part of the patient plays a very 
important part in medical care. It has sometimes 
such a beneficial effect on the patient as to avoid 
otherwise necessary medical attention. To obtain 
this confidence from the distrustful patient is not 
difficult if every doctor and nurse shows equal in- 
terest in every patient’s desires, regardless of 
whether the case is serious or not. Every patient 
thinks that his trouble is the most severe or at least 
it may turn out that way if he is neglected. To 
maintain this confidence it is also necessary that the 
attending physician should pay attention and give 
consideration to the patient’s possible complaints, as 
they may sometimes carry very delicate reasons 
worthwhile to be investigated. The patient generally 
has a very subtle feeling as to whether he is being 
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neglected or is receiving proper attention. In case 
of satisfactory care, the patient never fails to re- 
spond with gratitude. 


The psychological state of the patient is also con- 
siderably influenced by the daily contact of the resi- 
dent doctor and his staff, the interns, as well as the 
nurse in charge and her staff, the nurses in training. 
A conscientious, serious, but kind and tactful resi- 
dent doctor with his suggestive power can often 
contribute a great deal to the amelioration of the 
patient’s unsatisfactory psychological state. .Also a 
friendly altruistic and attentive nurse can often re- 
place the sacrificing care of a patient’s family. 

Regarding the nurse’s care, it can be noticed, that 
the spiritual and moral being of the nursing person- 
nel has a great influence upon the state of the pa- 
tient. Their kindness, patience, and benevolence can 
always be seen reflected in the sensible and cheerful 
attitude of the ward-patients. 

The above remarks may concern the hard-work- 
ing young interns as well. As they are also very 
often entrusted with minor but sometimes very pain- 
ful treatments on the patients, it is not of little im- 





portance for the hospital’s good reputation that they 
are kind and tolerable towards the patients, because 
their possible tactless attitude may considerably 
change the good opinion of the patient about the 
entire hospital, which he may carry along even after 
being discharged. 


(b) In Convalescent and Ambulatory Stages 

Anxiety: The majority of the patients in the 
ward belong usually to the working class. As they 
are only employees in private life, it is more or less 
a question of their existence whether, after leaving 
the hospital, they will still possess their former pro- 
ducing capability or will remain handicapped in their 
work or perhaps disabled altogether. 

This kind of meditation overcomes almost every 
ward-patient as soon as he becomes convalescent or 
ambulatory. It is peculiar that this kind of uncer- 
tainty often causes more anxiety to the so-called 
paying ward-patient, than to the “free” one. While 
the “free” patient knows that the social service, or 
in some countries, the government itself somehow 
will take care of his depressed social condition, the 
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so-called paying ward-patient does not know what 
to do or where to apply for aid in case he becomes 
pecuniarily exhausted and has the feeling that after 
being discharged, he would not be able to work for 
a certain period. 


To correct this defect, bulletins should be posted 
in every dayroom, announcing that the social service 
is at the service of every needy patient. This kind 
of publicity will then relieve many convalescent and 
ambulatory patients of their unnecessary anxieties 
and will consequently make them feel much calmer 
during their stay in the hospital. Impartial investi- 
gations of these needy cases may sometimes bring 
out the very striking facts, such as that the real 
cause of some diseases lies not so much in the pa- 
tient’s physical condition, but rather in his social or 
domestic circumstances. This can perhaps be helped 
very easily just by the benevolent interference of 
some private welfare organization or by the govern- 
ment itself. 


Ennui: Ennui is the consequence of idleness or 
lack of interest which might very often be felt sub- 
consciously. It occurs with the ambulatory as well 
as with the convalescent bed-ridden patient. Al- 
though its destructive influence upon the patient has 
long been known by the medical science, so far no 
remedy could be found for its elimination. There 
are only a few ways by which this depressing feel- 
ing can somehow be diminished and these are the 
following : 


1. The direct way, by which the patient is kept 
physically or mentally occupied. 


bo 


The indirect way, by which the patient should 
be given, through technical and aesthetical di- 
versions, a possibility of feeling more appeased. 


Physically: In general the patient cannot be given 
anything to occupy him physically because his am- 
bulatory stage is usually very short. There are only 
a few special hospitals, such as those for orthopedic, 
cardiac, and tuberculous patients, where on account 
of long period of stay the patient can be given cer- 
tain light physical work in the hospital’s workshop 
or garden by the so-called occupational therapy sys- 
tem. 


Mentally: For this purpose good books or peri- 
odicals, are long known as a pleasant expedient. In 
the modern age, radio takes the first place in enter- 
taining the ambulatory patient. Although music is 
a pleasant reacting and sometimes an indirect heal- 
ing power upon human beings, there are still many 
hospitals which have not yet installed radios in their 
dayrooms, much less earphones for the lonesome 
bed-ridden convalescents. This fact is more regret- 
table, when it is considered, that industry in some 





of its phases has already realized the beneficial ef- 
fect of music, and that modern criminology also em- 
ploys it for the diminution of the convict’s monotony. 


Another direct expedient for the diversion of the 
ward-patient’s ennui, would be the present day’s - 
popular “games of skill” in toys, light jig-saw puz- 
zles, etc. As not every convalescent or ambulatory 
ward-patient possesses the intelligence or patience to 
read or listen to the radio all day, these games of 
skill'would be decidedly the best device for the diver- 
sion of their idleness, especially in the long hours 
after supper. 


Technically: The patient’s psychological feeling 
can be improved indirectly by such technical con- 
tributions as good ventilation, big windows, and 
small size wards. 


Regarding windows, perhaps a type that can be 
opened in any direction desired, being made up of 
several small parts and almost reaching to the floor 
level may be considered the most practical. The 
advantage of this type is, that even the bed-ridden 
patient is able to receive an outside view, supposing 
that the beds are not placed in front but alongside 
the windows. For this purpose perhaps the zigzag 
shape of a ward is the most suitable. 


Regarding the size of the ward, the professional 
circles lately came to the conclusion, that the best 
size for a ward is that with the capacity of 4 to 8 
beds, where the patient can neither feel too lonesome 
nor is he with too many in one room. It has also the 
advantage that these small rooms can be given a 
more cheerful and domestic character, and that the 
patient here is indirectly less annoyed through the 
necessary daily routine, than in the big ones. Fur- 
thermore, the benefit of having several small wards 
is, that by assignment, the admitted patients’ per- 
sonalities and vocations can be more easily taken into 
consideration and grouped together, which is psy- 
chologically of great advantage, as the intellectual 
contact with too many patients of different mentali- 
ties, as in a big ward, indirectly affects many pa- 
tients’ sensitiveness. Of course, this kind of selec- 
tion should not imply any difference in medical and 
nursing care for a certain group; it should be done 
solely for the sake of congenial mental surroundings. 


Aesthetically: This is another indirect way 
through which the ward-patient may feel psycho- 
logically more appeased. The beneficial effect of 
certain colors upon human beings has long been 
known by the artist’s world as well as by the medi- 
cal science. Despite that, many hospitals are not as 
yet using any other colors for their walls and furni- 
ture except the neutral white or the tedious brown. 
Just recently could be noticed a timid step forward in 





changing the conservative conception about colors, 
as it can be sporadically seen by the gray color on 
furniture, or in the use of green in operating rooms. 
I think the hospital will not lose any of its dignity 
and earnestness if, besides the tiresome white, it will 
use on walls and furniture for the cheerfulness of 
the patient, some other pleasant soft colors like 
lemon, orange, light green, and light blue. These 
colors, used (in combination, or singly in different 
shades) in a simple pattern of landscapes of roman 
colonnades shown within painted panels on the walls 
of the ward or dayroom, will undoubtedly make a 
more cheerful impression on the bed-ridden conva- 
lescent or ambulatory patient, than the monotonous 
white or brown. 


Giving the wards a more vivid, cheerful and do- 


mestic character may perhaps arouse anxiety on the 
part of the more conservative professionals that 
fewer patients would become private patients. How- 
ever, fortunately, this statement cannot stand be- 
cause it is not the room which induces the patient to 
become a private patient, but the knowledge of that 
considerable difference which exists between mass 
service and individual, special care. 


Table 


The first three columns of the table give a con- 
densed survey and summary of the various psycho- 
logical reactions and motives, as well as of their 
approximate imaginary valuations. Column 4, gives 
a suggestion for the possible diminution of the psy- 
chologically affecting factors. 


TABLE 


BEFORE ENTERING THE HOSPITAL 


Psychological 


Reactions Motives 


Fear— Ignorance 


Imaginative visions 


Distrust— The strict discipline in hospitals 


The repulsive mental picture of the 
existing old gloomy hospitals. Also 
the repulsive vision of blood 


Disgust— 


Indifference or Unbearable pain 


Apathy— 


IN THE 


Loneliness— The longing for the loved ones 


Strange surroundings 
Distrust— 
ing staff 
Pisgust— 
ice, tasteless food 


Screaming, agony, deaths 
Sudden instrumental treatments 


Anguish— 


Anxiety— 
ity after leaving hospital 


Lack of occupation 
Idleness 


Ennui— 


Subjection to an unknown power, 
at the disposal of doctors and nurs- 


Disturbance, worries, careless serv- 


Uncertainty about physical capabil- 


Approximate 
Imaginary 
Valuations 


40% 


Suggestions for 
Possible Improvements 


40% 
20% 


Free lectures for laymen about health 
in everyday terms 


Immediate medical or surgical inter- 
ference 
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40% Pleasant surroundings, attentive and 
kind service 


Kindness by the attending physician. 
The endeavor to obtain confidence 
from the depressed patient. Attention 
to the patient’s possible complaints 


Good food, attentive service 


General consideration is to be shown 
to nervous and sensitive feelings 


Announcements are to be posted in the 
sitting rooms about the service of the 
Social Service Department for needy 
patients 


Light occupations to diminish idleness. 
Entertaining diversions 
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Conclusion 


In the above discussion I described the major 
psychological reactions which may occur with the 
sick before admission and in the hospital. 


Below an attempt is made to give a graphic illus- 
tration to this discussion to the imaginary capacities 
and degrees of these reactions. 


In explaining the conception of these imaginary 
designs, the following must be taken into consider- 
ation: 


The same reaction does not manifest itself equally 
with every patient. Their delivery depends on sev- 
eral factors. So, besides the patient’s intelligence 
and physical sensitiveness, it depends chiefly on the 
“new environment” in which he is placed. Admit- 
ting this statement as fact, consequently, there must 
also be a difference in the manifestation of the same 
reaction before entering and when in the hospital. 


Regarding the construction of Graphic Represen- 
tation No. 1, the following has to be mentioned: 
_For the indication of the reaction’s imaginary ca- 
pacity, there has been adopted a geometrical unit in 
the form of a rectangle with an approximate evalua- 
tion of twenty per cent, bearing in mind, that the 
entire psychological state of the patient is evaluated 
at one hundred per cent. 

Of course, these imaginary evaluations cannot be 
considered as arithmetical relationship; they have 
been formulated only to show the difference between 
the degrees of the various reactions. 

In a close analysis of the aforementioned graphic 
representations there immediately arises the problem 
of how to discover some method for eliminating or 
diminishing the extent of the reactions for the sake 
of promoting a better psychological state in the pa- 
tient. 


As stated in the early part of this paper, many 
psychological reactions are experienced by the pa- 
tient on account of entertaining a false conception 
about the hospital in general. But whatever the 
cause of this erroneous conception may be, whether 
it is due to a harsh and intolerant attitude of attend- 
ants in the ward, or to a subconscious and baseless 
prejudice of the patient, it is up to the hospital to 
adopt measures, to satisfy this state. 


Educating the Patient 

Since the hospital today is not only the repair sta- 
tion of defective organs, but an educational institu- 
tion for medical and nursing care, it would be of 
inestimable value if the patient in his ambulatory 
stage would be also indirectly educated and in- 
structed how to become and how to remain healthy. 
For example, some axioms and brief suggestions 
about preserving the health should be painted on the 
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walls of the dayrooms or halls with an exhibition of 
colored sketches demonstrating the above.’ This 
would tend to serve a useful purpose not only for 
patients, but for their visitors also. 


Another method for enlightenment would be, to 
give to every discharged patient a booklet, written 
in popular language, which should consist of the in- 
genious colored anatomic picture of the human body 
called the “Human Factory,” showing allegorically 
the function and purpose of each organ. The book- 
let may also describe common diseases and may give 
practical and useful suggestions for the prevention 
of them and the preservation of health. Such a 
booklet would be similar to the work, which is now 
carried on by many large insurance companies in 
an effort to preserve the health and to extend the 
lives of their policy holders. 


The efforts of the hospital to educate the patient 
to the proper appreciation of health can then bring 
fruition only, when the hospital will always show 
kindness and tolerance towards its lonely and de- 
jected ward-patient and will not consider him as a 
case, or an object only, but as a collaborator in 
reaching that superb goal: PUBLIC HEALTH. 


a 


Hospital Trends in England 


“Thirty years ago,” says The Hospital, “the volun- 
tary hospitals were centers for general treatment, ac- 
cepting patients simply on the ground that they were 
ill and could not obtain medical attention. Today 
they are becoming more and more consultative cen- 
ters at which cases are received for specialized treat- 
ment. These changes in the character of the work 
carried out by voluntary hospitals have necessarily 
been accompanied by a change in the class of patients 
admitted. Services ‘which can be provided eco- 
nomically only by an institution are reasonably de- 
manded by the whole community and not only by 
the poor. From being charitable institutions the 
voluntary hospitals have increasingly become medical 
and surgical clinics for all classes of the community.” 


“Today, more than ever before, the voluntary hos- 
pitals are successfully adjusting themselves to the 
altered circumstances of the times. They recognize 
that they are no longer in the sole possession of the 
health field, and that new relationships between 
themselves, the state, and local authorities require a 
larger measure of joint action; and they are trying 
to bring about arrangements between themselves and 
municipal authorities to the benefit of the health of 
the nation as a whole and suitable to the pockets of 
all concerned, whether as voluntary donors or rate- 
payers.” 





Use of Medical Records in Follow-Up 
Studies in Tuberculosis 


H. E. HILLEBOE, M.D. 
Director, Divisions of Tuberculosis and Services for Crippled Children, 
State Board of Control, Saint Paul, Minnesota 


ee STUDIES in tuberculosis to be of 
value must be based upon certain types of medical 
records and particular methods of analysis. The 
purpose of this paper is to discuss briefly these rec- 
ords and methods. 

Studies of mortality and morbidity in members of 
tuberculous families for comparison with suitable 
control populations is one of the most significant 
aspects in the present day method of attack on the 
tuberculosis problem. 


The Importance of Medical Records 


The accumulation of accurate and adequate data 
for these investigations is dependent upon the keep- 
ing of medical records of a certain kind over a long 
period of time. 


It has been pointed out that, for the acute com- 
municable diseases such as diphtheria, scarlet fever, 
and measles measurement of morbidity is a simple 
procedure, because the excess risk is concentrated 
within the few weeks following invasion of the 
household. Collection of the data is simple because 
the required period of observation is brief. 


The Pertinent Facts to Be Incorporated 


The pertinent facts required from medical rec- 
ords for the study of mortality and morbidity of tu- 
berculosis are more difficult to obtain because the 
evolution of the disease is such that the risks with 
which we are concerned are not limited within the 
year following a known exposure to an infectious 
case of tuberculosis. 

Systematic follow-up of a large number of people 
over a long period of time is very difficult, and fre- 
quently a majority of the records started remain in- 
complete in the end. In the study of the spread 
of tuberculosis among family contacts, one is often 
forced to trace family histories back into the 
past instead of forward into the future. This is 
not such a difficult task if careful attention is directed 
towards the specific facts ascertained about each in- 
dividual for whom a record is to be made. 
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Frost gives an example of proper attention to de- 
tails of medical records of the tuberculous in his 
analysis of the Risks of Persons in Familial Contact 
with Pulmonary Tuberculosis based upon a survey of 
the negro population of Kingport, Tennessee, made 
during 1930 and 1931 by a special unit of the Ten- 
nessee State Department of Health. 


Each family-schedule contained the following in- 
formation : 


1. Date of establishment of the household, which 
may be defined more exactly as the date when 
the present head of the household came into 
that position. This is an important item, as 
it marks the date from which at least one in- 
formant may be expected to have first-hand 
knowledge of occurrences within the house- 
hold, 


A list, by name, of all persons present in the 
household when the schedule was made out, 
giving for each person: familial relationship, 
date of entrance into household, age at time of 
investigation, record of any present or past 
illness diagnosed as certain or probable tuber- 
culosis, record of clinic examination, and a 
detailed account as to time and circumstance of 
any known household contact with antecedent 
cases of pulmonary tuberculosis. 


A list, by name, of all former members of the 
household, giving, for each: age at which en- 
tered the household, record of known or sus- 
pected tuberculosis while in the household, 
record of household contact with antecedent 
cases of phthisis; age at which withdrawn 
from the household, status when withdrawn— 
whether living or dead—and, if dead, date of 
death, with ascribed cause. 


These records were made with great care and in 
many cases the information contained therein was 
checked for completeness and accuracy. This ex- 
ample is presented in order to illustrate the exact 
type of data required for the investigation of mor- 
bidity and mortality from a disease such as tubercu- 
losis. 
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In the analysis of data pertaining to the fate of 
tuberculous individuals, the investigator encounters 
innumerable pit-falls. It is bad enough to attempt 
to draw conclusions upon poor basic data, but it is 
even worse to despoil good records by faulty methods 
of analysis. One often hears, “Statistics will 
prove anything you want to prove.” Unfortunately, 
that actually is the situation in much of our medical 
literature today. Yet, if sound statistical methods 
were applied to accurate statistics gathered without 
selection, such a statement would most certainly be 
false. Yule’s commonly accepted definitions ex- 
press the meaning of these terms as follows: “By 
statistical methods we mean methods specially 
adapted to the elucidation of quantitative data af- 
fected by a multiplicity of causes; by statistics we 
mean quantitative data affected to a marked extent 
by a multiplicity of causes.” 


The Statistical Analysis of Mortality Experience 


In the statistical analysis of problems of mortality- 
experience of tuberculous persons it is primarily es- 
sential to determine whether or not such individuals 
are representative samples of the population from 
which they are drawn. The ability to trace twenty- 
five per cent of a group of persons whom one has 
attempted to follow over a period of years does not 
give one license to predict that the same rates of 
mortality would be experienced by the seventy-five 
per cent of persons who were untraced. Samples 
which represent entirely different groups of people 
must not be used for comparisons. 

Whenever such items as age, sex, color, exposure 
to disease, period of observation, etc., can make any 
difference in the conclusions, the study-groups and 
control-groups must be as nearly alike as possible in 
all their attributes. If similarity of groups is un- 
obtainable, corrections must be made to equalize 
compensable differences. 


For example, if we wish to determine the force 
of mortality (expressed as the annual death rate, 
that is, the ratio of deaths to number of people under 
observation for one year) in two population-groups, 
it is necessary that the rate be stated separately for 
each age group if significant comparisons are to be 
made. It is common knowledge that the death rate 
from tuberculosis is low between the ages of 5 and 
14 years, and very high between the ages of 15 and 
24 years. If the study group is eighty per cent 5 to 
14 year old persons and the control-group is eighty 
per cent 15 to 24 year old persons, obviously any 
comparisons between the groups as a whole would 
be fallacious until the disparity in distributions had 
been taken into account. The method of correction 
for this inequality is well known and simple, and 
needs no discussion. Not infrequently when only a 
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single comparison is being made it must be cor- 
rected for several factors. 


The Statistically Sound Approach 


The only statistically sound approach to the prob- 
lems of follow-up experience of tuberculous indi- 
viduals and their contacts is through the application 
of principles of life-table analysis, in which the life- 
experience within any specified age-limits can be 
summated. In this way, the observations on a family 
group are converted into terms of life-experience, 
the unit of which is one person under observation 
for one year, or one person-year, which makes it 
possible for us to set up age-specific annual death- 
rates with which to measure mortality. 

The procedure for summating life-experience and 
mortality of persons in tuberculous families is de- 
scribed in detail in Frost’s article in the American 
Journal of Public Health for May, 1933, in which 
the computation technique is shown. By taking 


into consideration the number of people of each 
age present at the beginning of the year, the num- 
ber added, the number withdrawn alive, the num- 
ber dead, and the mean number present during 
the year, one is able to compute the death rate per 
1000 during the year and to use that rate for numer- 
ous comparisons with state-wide or national rates of 


mortality. 

When an investigator qualifies his results with the 
statement, “of 560 patients, ages 3 to 73 years old, 
followed-up for periods of 1.5 months to 15 years, 
56 or ten per cent died,” he at once limits the interest 
and value of his work quite definitely to himself be- 
cause of untenable conclusions resulting from the 
use of unsatisfactory statistical methods. It is just 
as simple and much more effective to demonstrate 
one’s results in terms of life-experience and be able 
to state the death rate of persons of each age or 
small age-group for each year of observation. 

The Division of Tuberculosis of the State Board 
of Control has developed a system of medical rec- 
ords for the follow-up of patients discharged from 
tuberculosis-sanatoria throughout the state of Minne- 
sota. This system has just been put into effect this 
year, so that it is impossible to present for your dis- 
cussion any results, but the outline of procedure can 
be described. 

On the anniversary of discharge each year after 
discharge there is reportea to this office on a special 
form pertinent data concerning each patient whom 
it is possible to contact. Each month, the deaths 
reported to the State Board of Health are checked 
for names of people who have been discharged from 
tuberculosis sanatoria. 

The Ex-Patient Follow-Up Report, Form 13, con- 
tains the following information: 








Form 13 


MINNESOTA STATE BOARD OF CONTROL 


Division of Tuberculosis 


EX-PATIENT FOLLOW-UP REPORT 


IF ALIVE :—Present stage of Tuberculosis: Minimal [] Mod. Advanced [] Far Advanced [] App. 
Cured [] Arrested [] App. Arrested [] Quiescent [] Improved [] Unimproved [J 


Other Diagnoses 


Positive sputum during past year: Yes [] No [] Not examined [J 
Special Treatments during past year: Yes [] No [] Type 
Able to Work: Yes [] No [J Full-time [J Part-time [J 


Present Occupation 
IF DEAD :—Date of Death 

Cause: (Primary) 
IF UNTRACED :—Date last known to be alive 
Report by 





This information supplements data which have 
been collected while the patient was a resident in a 
sanatorium. 


As previously mentioned the importance and in- 
fluence of certain variables must be borne in mind. 
This is particularly true before the report blank is 
made up. In evaluating the mortality-rates experi- 
enced by patients discharged from tuberculosis-sana- 
toria, the characteristics of the tuberculous indi- 
vidual when he enters the sanatorium, during resi- 
dence, and on discharge, all have great influence on 
the subsequent life-experience after discharge. The 
age, sex, and color of the patient must be considered. 
The stage of disease on admission and on discharge, 
the type of treatment, the presence or absence of 
tubercle bacilli in the sputum are all important 
variables. Diagnostic standards and classification of 
the disease in various stages must be taken into ac- 
count. The duration of treatment or residence in a 
sanatorium appears to play a definite part in after- 
mortality. All of these variables must be carefully 
noted, so that proper correction can be made when 
the data are analyzed. 

When a record regarding the life-experience of 
a discharged patient is completed, the information is 
transferred to punch-cards, which have been coded 
in such a way that life-experiences may be summated 
directly on the sorting and counting punch-card ma- 
chines, without any intermediate transposition or 
tabulation of data. With these basic statistics we 
are able to set up master-tables which give us age- 
specific annual death-rates on our discharged patients. 


This procedure may sound quite complicated but 
it is really very simple in operation. Like so many 
other statistical methods, one must actually carry 
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through the process to appreciate the directness and 
simplicity of the method. 

It is hoped that careful study of comparative mor- 
tality of discharged patients will give us valuable 
pointers in our methods directed toward control of 
tuberculosis. Provision of adequate medical super- 
vision of discharged tuberculous patients is one of 
our foremost problems today. Only by accurate 
statistics can we measure the extent of the problem 
and plan accordingly for systematic follow-up. Such 
procedures would reduce the number of unnecessary 
deaths and bring the disease more quickly under 
control. 

Summary 

Because of the fact that life-table method of analy- 
sis have been applied very sparingly to follow- 
up medical records, it seems worth while to direct 
attention toward these methods, and the type of rec- 
ords necessary for their use. Any hospital or sana- 
torium can accumulate accurate follow-up records if 
a few simple principles are considered. By applying 
life-experience methods of analysis to these records, 
a useful and accurate mass of statistics results. The 
application of these methods could be extended to 
various other hospital and medical problems involv- 
ing study of groups of individuals over any period 
of time. 

In order to arrive at logically sound conclusions, 
we must scrutinize the correctness of our observed 
data, and then perform a satisfactory analysis upon 
these accurately recorded and complete observations. 

Statistical methods must eventually become an in- 
dispensable prerequisite, an essential tool for the in- 
vestigator who seeks to ferret out the hidden secrets 
of health and disease which await discovery in good 
medical records. 
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The Cost of Graduate Versus 
Student Service 


JOHN R. SMILEY 


Superintendent, St. Luke’s Hospital, Kansas City, Missouri 


I. THE MANY RECORDED DISCUSSIONS of this 
subject, we find those who insist that graduate serv- 
ice costs are less, and others who are just as sure 
that the student service is less expensive. Both sides 
have presented logical arguments, and, in many in- 
stances, have established their contentions with facts 
and figures from their own and other hospitals. 
There is no doubt but that the subject is controversial. 
To arrive at a conclusion that will be of any prac- 
tical benefit to us as hospital administrators, we must 
analyze all of the available data and apply our find- 
ings to our own individual institutions. 


The Advantages of Graduate Nursing Service 


We find in making the analysis that those who 
favor the graduate nursing service make the fol- 
lowing statements: 


The graduate is older ; she is more responsible ; she 
is more experienced; she is more tactful; she has 
more initiative ; she is more regular in attendance to 
duty; she accomplishes more work with less super- 
vision and less commotion; and it take a fewer num- 
ber of graduates than students to accomplish the same 
amount of work. Added to these claims is the state- 
ment of the Grading Committee that there is an over- 
supply of nurses in the field and that, since the hos- 
pitals are responsible for this over-supply, we should 
discontinue training schools in order to give more 
graduates employment. 


To make a detailed study of these claims we will 
divide them into two groups. First, those statements 
with which we can all agree, and second, those state- 
ments that may well be questioned. 


There can be no question but that the graduate 
nurse is older, that she is more experienced and 
more responsible, and that she possibly does more 
work with less supervision. But I think we can well 
question the statement that she is more tactful. This 
depends on her training. There are certain nurses 
from all schools who have never learned the mean- 
ing of tact, and yet they have been graduated and 
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given a diploma with the rest of their class. Initia- 
tive is also a variable factor and is governed more 
by the individual’s inherent ability than by any train- 
ing that may be given. That there is less absence 
from duty may be questioned if the students are 
properly handled by the director of the training 
school. It has been definitely proven that illnesses 
in a student body can be held to a minimum by proper 
physical examination at the time of entrance and the 
right kind of follow-up examinations and medical 
care during their student days, while the graduates 
are not usually under the strictest medical super- 
vision and are therefore more liable to exposure by 
being less regular in their habits when off duty. 


The statement that it takes a fewer number of 
graduates to handle the work than students, of 
course, is generally accepted. To substantiate this 
statement, a comparative test was made in a New 
York City hospital which showed that a student could 
care for four surgical cases while a graduate could 
care for five. The graduates in this test accomplished 
more work in a given time than the students, but the 
test did not state whether it was first, second, or third 
year students. 


The contention of the grading committee is that 
by using graduate nurses you are giving employment 
to nurses in an already crowded field, was no doubt 
true at the time the report was made. But in our 
experience it does not hold true at the present time. 
We are having a very difficult time in Kansas City 
securing graduate nurses for floor duty, and almost 
as difficult a time securing them for private duty. 
We import nurses from other cities in order partially 
to meet the demands. If our own experience 
is a criterion, there has been a decided change in the 
number of graduate nurses available. In the last 
issue of HospiTats an editorial entitled : “The Pass- 
ing of the Institutional Nurse” makes the following 
statement : 


“For several months past, hospitals in many 
sections of the country have found it difficult to 
secure a needed number of competent registered 
nurses for floor and supervisory duty. The re- 
duction in the number of training schools, the 





lengthening of training courses, the decrease in 
the number of graduates from a peak of 24,000 
annually to 18,500 at present, and the reduction 
in salaries, together with the greatly increased em- 
ployment of nurses in positions remotely connected 
with the bedside care of the patient are the con- 
tributing factors to the situation that is becoming 
increasingly difficult for hospitals.” 


This observation fits exactly with the situation in 
Kansas City, and no doubt with the rest of the 
country. 


Student Nursing Service 


The advocates of graduate nursing service state 
that the student nurse needs more supervision and 
is more expensive; that it puts a burden on the hos- 
pital for maintenance and recreation; that she is in- 
experienced and unable to recognize an emergency ; 
that she is not thoroughly trained ; and that she is of 
no value during the preliminary training period. They 
contend that the efficiency of nursing service is im- 
paired by class interruptions; that there is, neces- 
sarily, less continuity of service ; and that the student 
is young and less sympathetic and more inclined to 
be frivolous. With most of these. statements, we 
can agree if they are based on the entire group of 
students. We all know that we get very little of 
value from the first year class, and the expense in- 
volved in bringing the students through this first 
year must be distributed over the entire training 
period to arrive at a true value of a student to the 
hospital. Their experience and ability to recognize 
emergencies ‘must of necessity increase with the 
length of time in the school and there is no doubt but 
that this ability is less at the beginning than that of 
a graduate. The interruptions necessary for class 
work do impair the efficiency to a certain degree, 
but this impairment can be lessened by proper ar- 
rangement of schedules so that the patient (who is 
the first concern of all hospital service) has adequate 
care, 

It is true that the average student on admission to 
school is younger and more inclined to be frivolous 
and is often less appreciative of the needs of a 
patient than a well trained graduate. If we as hos- 
pital administrators accept the above statements as 
true and keep in mind the paramount purpose of all 
hospital procedure—that of rendering the best pos- 
sible service to our patients—it would seem the only 
logical thing we could do would be to employ as 
many graduate nurses as possible in our institutions. 


But, as we look at the other side of the question, it 
again becomes controversial. Those who favor the 
student nurse say that the graduate nurse as a gen- 
eral rule: does not like general duty ; is less interested 


in her. work; objects to discipline; is not willing to 
learn new things; resents criticism; refuses to be 
considered an inferior ; will not take orders gracious- 
ly ; objects to the small salary ; and that the turn-over 
in graduate nurses on general duty is great. 


We may not be able to agree with all of these argu- 
ments against the graduate nurse. There are some, 
however, that are quite true. It has been the ex- 
perience of many hospitals that the type of graduate 
nurse procured for general duty has been the nurse 
who is seldom called for private duty work. The 
result is that the hospital gets either the average or 
below average graduate for general duty service, 
which accounts for such observations as their un- 
willingness to learn new things, their resentment of 
criticism, their often-times over-sensitiveness and re- 
sentment of orders from supervisors who are 
younger in point of age and experience. They fail 
to appreciate the fact that they are unable to secure 
other work and are inclined to resent the smaller 
salary paid by the hospital. They make their com- 
parison with the nurse who is employed full time on 
private duty. Someone has stated that, if hospitals 
paid higher salaries, gave the nurses better living 
quarters, and shorter hours, we could secure a 
better type of graduate nurse for general duty. This 
statement is very true, but there are very few hos- 
pitals who can afford to meet these conditions. Hence, 
we find it necessary to take the less desirable nurse 
at the salary we can afford to pay. 


Some of the Advantages of Student Nursing 
Service 


The student nurse advocates also claim that the 
maintenance of a training school will create more in- 
terest in the hospital by the community; that it in- 
spires better morale; that the hospital has a more 
uniform technique in service rendered ; that the stu- 
dent is more amenable to discipline; is more con- 
scientious ; less wasteful; more enthusiastic ; that the 
turn-over is less; that the student service is more 
permanent; and that it is the definite responsibility 
of the hospital to help promote health education and 
to furnish groups of trained, intelligent women for 
duty in the home, administrative positions, and other 
institutions. They point to statements made by lead- 
ers in the hospital field. I quote from: 


Dr. M. MacEachern, who says: “Every hospital 
able to give a nurse a good training, should continue 
to do so.” 


Mr. Sanger of the Council on Medical Education, 
saying: “as to which is cheaper, the school of nurs- 
ing or the use of registered nurses, my conclusion 
is that one is cheaper in some places and the other 
is cheaper in other places. Any hospital should 
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figure very closely and proceed very deliberately be- 
fore disbanding a school.” 


The late Matthew Foley, who said: “I think a very 
important fact to be remembered just now is that 
present conditions will not continue. Some hospitals 
which have discontinued their nursing schools have 
been able to employ graduate nurses at a very nom- 
inal salary. Schools of nursing are now limiting the 
number of their students, and a number of schools 
have been discontinued. This may result, in a few 
years, in a dearth of nurses and the field will dupli- 
cate the efforts that were quite definitely, about 
twelve years ago, to induce eligible young women to 
consider nursing and to enter nursing schools.” 


And, finally, Dr. Bert W. Caldwell, who gives this 
observation: “The whole thing should be considered 
from a standpoint of permanent policy, rather than 
of expediency; and no one person can tell any in- 
stitution just what is best to do in the matter of 
operating its training school.” 


This is, indeed, wise counsel, and should be con- 
sidered very carefully by us as hospital administra- 
tors in making our analysis. 


Type of Nursing Service Depends on the Type of 
Institution 


We have stated only a few of the many phases of 
this problem, and it is our belief that these are the 
essential things necessary for us to consider in at- 
tempting its solution as it applies to our own institu- 
tions. I am convinced that the application made will 
depend entirely upon the type of institution you are 
operating. In other words, it becomes, after all, an 
individual problem. If your hospital is a voluntary 
institution, operated not for profit with no endow- 
ments for training schools and the hospital is strug- 
gling to meet current expenses, your average number 
of patients per day is more than one hundred, the 
answer to this problem will be different from that of 
the small institution, privately owned, perhaps 


operated for a profit, and with a smaller average 


number of patients per day, or if you are operating 
municipal institutions, or one that has adequate funds 
to meet any nursing demands. 


It is my belief that the larger voluntary hospitals, 
averaging well over one hundred patients per day, 
and which is the product of a community interest, 
can well afford and find it cheaper in dollars and 
cents to maintain a training schodl. There is no 
doubt but that the families of the students in train- 
ing support and work for the hospital. It becomes 
more closely interwoven into the life of the com- 
munity by maintaining its school, and builds much 
good will and many friends in so doing. 


The smaller institution can well afford to build its 
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good will with highly efficient services of well-paid 
graduate nurses, and it can no doubt render this type 
of service at a less cost than the maintenance of a 
training school. This fact was very well brought out 
in a recent article by Mr. Edgar Blake, Jr., superin- 
tendent of the Methodist Episcopal Hospital at Gary, 
Indiana. Mr. Blake states: 


“Having tried the plan for two years, I believe 
there are certain very distinct advantages to the 
hospital and to the community in using a graduate 
staff. 

“A better quality of bedside nursing is obtained 
through graduate nurses. It seems amusing to 
hear a discussion as to the merits of student versus 
graduate nursing service. Who would want to 
be treated by a medical student instead of an ex- 
perienced doctor? A senior in a law school might 
give advice that sounded good, but we would pre- 
fer to be represented in court by a lawyer of ex- 
perience. Graduate nursing should by the very 
fact of its name give better bedside care than 
student nursing. 


“Graduate nursing, although it costs more than 
the apprentice type of training, costs less to the 
hospital than if the school is run purely along 
professional lines. The ultimate cost of the patient 
is reduced in as much as the patient does not feel 
it is necessary to have private duty nurses. Our 
own experience has proved that the ratio between 
days of private nursing and the total number of 
patients has been cut one-half since we have 
changed to a graduate staff, and this in face of the 
fact that the years have been better financially for 
the people of our community than the last two 
years when we had a training school.” 


Mr. Blake’s hospital is one hundred bed capacity, 
and the average number of patients per day is shown 
as forty-six in 1934, With this amount of work, it 
is logical to assume that the patients receive excel- 
lent care from graduate service. Mr. Blake, how- 
ever, fails to make his costs clear, and still leaves us 
wondering just what the actual comparison would 
be. His statement that the patient does not feel it 
necessary to have private duty nurses with graduate 
service caused me to call Menorah Hospital in Kan- 
sas City. This hospital has all graduate service. It 
was found that, during the month of April, with 
an average of one hundred patients per day in 
Menorah, there was employed an average of thir- 
teen graduates for day duty and thirteen graduates 
for night duty. At St. Luke’s Hospital, we averaged 
fifteen for day duty and fifteen for night duty with 
an average of one hundred thirty-seven patients. 
Both hospitals have about the same class of patients. 
St. Luke’s maintains a training school supplemented 





with graduate nurses on floor duty. This would 
indicate Mr. Blake’s statement would not hold true 
in all instances. 


One of the most interesting studies of this prob- 
lem was handed me by Mr. Austin, who prepared it 
for his Board of Directors of a hospital in Milwau- 
kee. It is a most exhaustive study of this subject. 
I wish to give you a portion of the report of the com- 
mittee from the Board of Directors of this hospital 
on the continuance or discontinuance of the nurses 
training school, and this report comes as near to 
answering the question as anything I have seen. 


“The Committee unanimously recommends the 
continuance of our training school for nurses. Our 
decision has been reached after a most thorough 
study of the superintendent’s very comprehensive 
report and numerous other authoritative sources of 
information pertaining to the problems and current 
developments affecting the hospital, the community, 
and the school. 


“The hospital ranks as one of the leading nurses’ 
training schools in the country. The distinction and 
prestige established by this reputation are not little 
factors when considering the success and progress 
of our hospital. 


“Tt is a natural tendency for students to remain 
loyal to their school, praising and boosting whenever 


the occasion presents itself. Our students remain 
life-long advertisers and a great influence in turning 
over the business of their immediate family, rela- 
tives, and friends to the hospital. 


“Tt is obvious, if we are to discontinue our school, 
the other hospitals that maintain schools will have 
this business builder. We would suffer financially 
through the loss of this business. 


“The student nurse brings new life and enthusiasm 
into the hospital. She is conscientious, economical 
and does as directed because her diploma depends 
upon her efficiency and good work. 


“If we no longer have our school, we will be 
obliged to go out into the open field to hire our 
nurses. Some may have received their training in 
schools not up to the requirements and standards of 
our hospital. This will be especially trying, perhaps 
costly in emergencies. 


“According to his report, on a 110 bed occupancy 
it would cost $49,500 to operate the hospital with 
graduate nurses and $37,900 with student nurses. On 
a 140 bed occupancy, $58,900 for graduate nurses 
and $43,500 for student nurses. Therefore even on 
the present basis of operation, the school saves the 
hospital $11,600 on a 110 bed occupancy and $15,400 
on a 140 bed occupancy over a year period. How- 
ever, with any advance in salaries of either graduates 


or maids, over the present scale, the above saving 
would increase materially. 

“By continuing our school we build and perpetuate 
community good-will and fill a human, educational 
and social service to the community and to our stu- 
dents, as well as build a more complete and better 
hospital.” 

This is a moderate-sized hospital, and they were 
faced with the problem of cost of graduate versus 
student service. They found that it costs less to 
operate a training school than to employ graduates 
and maids to replace the student nurses, and so they 
decided to continue with their training school. This 
decision was reached by a group of business men of 
sound judgment, successful in their own lines of en- 
deavor, and with the best interest of their hospital 
at heart, again illustrating that this is an individual 
hospital problem, and the cost thereof will depend 
upon the size and kind of institution you are 
operating. 

It would be folly for me to attempt to answer this 
question in view of the many additional angles that 
have not been touched on in this discussion, such as 
the present trend of nurses training towards univer- 
sity and specialized courses, the increasing demands 
for nurses in other fields, the constant pressure that 
is now being brought by state and national nursing 
organizations to reduce the number of training 
schools and lengthen the course of training to a point 
that it will be difficult to secure students. These all 
add to the difficulty of knowing just what to do. 


In closing, I wish to give this as my personal opin- 
ion: that the smaller hospitals with inadequate facili- 
ties for training students could operate with graduate 
nurses and maids at a less cost, but the larger hos- 
pitals will always find the nurses’ training school the 
less expensive nursing service. And I find, in study- 
ing the problem, that my reaction to the two plans 
is, although graduate nurse’s service is more im- 
personal, probably more efficient, and, as a rule, 
more expensive, that the training school which has 
been a part of hospital life since the first school of 
nursing was organized in 1873 should, I believe, 
so continue wherever practical; that our students oc- 
cupy the same place in our hospital activities as chil- 
dren occupy in the home; and, even though they are 
more trouble, less efficient, and often-times unruly, 
I would regret exceedingly to see the time ever come 
when we would have to be without them. 


no 


New Psychopathic Hospital 
A new psychopathic hospital, which is to be named 
the Malcolm A. Bliss Psychopathic Institute is to be 
built in St. Louis, Missouri. According to the pres- 
ent plans the building will cost $1,500,000. 
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Group Hospitalization Plan 


Survey of Local Organized Medical Opinion on the 
Baylor University Hospital 


E M. DUNSTAN, A.M., M.D., F.A.C.P., Medical Director, and 
JO C. ALEXANDER, M.D., Chairman Staff Economic Relations Committee 
Baylor University Hospital, Dallas, Texas 


Bune: University HospPita, being the 
first public hospital to institute Group Hospitaliza- 
tion, has, after six years of experience with the Plan, 
made a survey of the medical profession in Dallas 
County to ascertain a comprehensive medical opin- 
ion concerning it. 


Baylor University Hospital has an open staff, all 
408 members of the Dallas County Medical Society 
being allowed to bring patients here. The staff is 
divided into the active staff and the courtesy staff. 
The active staff is organized into departments, as is 
customary in university hospitals. Matters of pro- 
fessional policy are entrusted to an advisory council 
composed of the chiefs of all departments and an 
executive committee composed of ten active mem- 
bers—three elective officers, president, vice-president 
and secretary, six chairmen of standing committees 
appointed yearly by the President, and the Medical 
Director of the hospital—and three ex-officio mem- 
bers, the superintendent of the hospital, the Dean of 
the College of Medicine, and the Executive Vice- 
President of the University. The six standing com- 
mittees are: Routine Orders and General Profes- 
sional Procedures Committee, Interne Committee, 
Laboratory Committee, Publicity Committee, Rec- 
ords Committee, and Economic and Nursing Rela- 
tions Committee. 


The survey was conducted due to the strong desire 
of both the professional and administrative staffs to 
have as accurate an idea as possible of the general 
opinion of the local profession toward this important 
medico-economic problem. The Chairman of the 
Economic Relations Committee, Dr. Jo C. Alexander, 
and the medical director of the hospital sent out the 
questionnaire, composed of the eight questions below 
outlined, to the 408 members of the Dallas County 
Medical Society. 


A total of 333 replies were received representing 
81.61 per cent of the Society. The figures and per- 
centages below are based on the number that an- 
swered the questionnaire. Three of the replies were 
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unsigned. Of the 78 members who did not answer 
the questionnaire, five had moved away and one had 
died since the current directory was printed. Of 
the 152 which constitute the active staff of the 
hospital, only three did not answer. 


An earnest attempt, at the risk of much repetition, 
was made to secure particularly criticisms and sug- 
gestions relating to any weaknesses in the Plan. A 
detailed account of the survey follows: 


Question I. Has Group Hospitalization made it 
easier to collect your professional fees? 


One hundred sixty-two or 48.7 per cent answered 
“Yes,” of which 5.4 per cent were qualified (as “in 
some cases,” etc.), 89 or 26.7 per cent answered 
‘‘No,” 22 or 6.6 per cent were in doubt, 54 or 16.2 
per cent have no experience with group hospitaliza- 
tion, and 6 or 1.8 per cent left this question blank. 


Question II. On an average, do your patients with 
Group Hospitalization remain in the hospital 
longer than those without? If so, how much 
longer? 


Two hundred two or 60.6 per cent answered 
“Yes,” qualified as follows: 35.7 per cent stated 
the patients remain under a week longer, 12.6 per 
cent stated they remain over a week longer, 6.6 per 
cent did not limit the time of overstay, and 5.7 per 
cent said “some cases” ; 66 or 19.8 per cent answered 
“No,” 59 or 17.7 per cent have no experience with 
group hospitalization, 3 or .9 per cent were in 
doubt, and 3 or .9 per cent left this question blank. 
Four doctors who answered “Yes” said that they 
favor the delay, explaining that it lessens the chances 
of post-operative complications and that some pay- 
patients leave the hospital too soon. 


Question III. Do Group Hospitalization patients 
tend to take advantage of their membership to 
secure hospitalization when continuous bed care 
is not necessarily indicated? 

One hundred sixty-six or 49.8 per cent answered 

“Yes,” of which 15.3 per cent were qualified (as 


75 











“some,” “women only,” etc.), 111 or 33.3 per cent 
answered “No,” 52 or 15.6 per cent have no experi- 
ence with group hospitalization, 2 or .6 per cent 
were in doubt, and 2 or .6 per cent left this question 
blank. 


Question IV.a Do you feel that Group Hospital- 
isation is an entering wedge for State Medicine? 


One hundred sixty-one or 48.3 per cent answered 
“No,” 89 or 26.7 per cent answered “Yes,” 36 or 
10.8 per cent were in doubt, 31 or 9.3 per cent 
have no experience with group hospitalization, and 
16 or 4.8 per cent left this question blank. Two doc- 
tors answering “Yes” further stated that, in their 
opinion, group hospitalization is one of the main 
factors that may save us from State Medicine. 


Question IV.b Or do you view it (the Group Plan) 
as a definite aid toward the solution of the problem 
of hospital care for the small income class of 
patients? 


Two hundred thirty-eight or 71.5 per cent an- 
swered “Yes,” 21 or 6.3 per cent answered “No,” 
6 or 1.8 per cent were doubtful, 31 or 9.3 per cent 
have no experience with group hospitalization, and 
37 or 11.1 per cent left this question blank. 


Question V.a Do you favor Group Hospitalization 
when properly handled by the hospital? 


Two hundred sixty-one or 78.4 per cent answered 
“Yes,” of which 4 were qualified (as “if medical 
profession is consulted,” etc.), 27 or 8.15 per cent 
answered “No,” 5 or 1.5 per cent were in doubt, 33 
or 9.9 per cent have no experience with group hos- 
pitalization, and 7 or 2.1 per cent left this question 
blank. 


Question V.b Do you feel that it (the Group Plan)- 


is properly handled at Baylor? 


Two hundred two or 60.7 per cent answered 
“Yes,” of which 2 were qualified (as “as far as I 
know,” etc.), 31 or 9.3 per cent answered “No,” 44 
or 13.2 per cent were doubtful, 39 or 11.7 per cent 
have no experience with group hospitalization, and 
17 or 5.1 per cent left this question blank. 


Question V.c Or do you feel that Baylor ts includ- 
ing professional services which should belong to 
the Attending Staff? 

One hundred nineteen or 35.7 per cent answered 
“No,” 44 or 13.2 per cent answered “Yes,” 62 or 
18.6 per cent answerea “Do not know,” 36 or 10.8 
per cent have no experience with group hospitaliza- 
tion, and 72 or 21.6 per cent left this question blank. 


Question V.d “If so, what?” 
There were 27 different criticisms listed under this 


sub-question. Some of them were so general and so 
clearly under questions VI. and VIII. that they were 








placed there. The remaining criticisms can” be 

grouped into the following: 

1. Patients are admitted to Baylor Hospital under 
the group plan and treated by the house staff, 
thus taking patients away from their private 
physicians. This criticism was made by twelve 
physicians, ten of whom stated their opinion is 
based on what they have heard rather than their 
personal experience. 

2. Minor surgery and laboratory work are done 
on out-patients under this plan by the house 
staff without the knowledge of the attending 
physician. This criticism was made by one phy- 
sician, specific cases not mentioned. 

3. The plan offers laboratory, x-ray and other 
diagnostic procedures, such as basal metabolism 
estimations, electrocardiographs, etc., at cheap 
rates making it impossible for physicians in this 
line of work to compete. This criticism was 
made by eight physicians, 

Ouestion VI. What, in your opinion, are the weak- 

nesses in Group Hospitalization? 

One hundred forty-one physicians either left this 
question blank, answered “no criticism,” or stated 
that they have no experience with this plan. 

The remaining answers can be grouped as follows: 


1. Eighty-five replies stated that the group hos- 
pitalization plan leads to imposition upon the 
hospital on the part of many people who use 
their hospitalization privileges to: “rest” at the 
hospital’s expense; to overstay when continuous 
bed care is not necessary; to be hospitalized at 
the slightest indisposition ; to be hospitalized for 
chronic conditions where hospitalization will not 
aid; to take out hospitalization when they find 
out they are ill or due for surgery. 


2. Fifty-one replies stated that the plan will lead 
to gradual encroachment into the physician’s 
private practice by rendering medical services, 
allowing the interns to examine and treat pa- 
tients and also doing laboratory work. Thirteen 
more expressed the opinion that in time the hos- 
pital will displace the physician entirely. 

3. Twenty-three replies stated that the patients 
should be allowed the choice of a doctor, and 
that the physician and patient should be allowed 
the choice of hospital—no restrictions. If this 
is not permitted, the physician is often forced to 
work in a hospital which he does not prefer; 
also a patient may need hospital service while in 
another city. Then, to, in order to use the hos- 
pital designated in his hospitalization contract, a 
patient is sometimes forced to change doctors. 


4. Eighteen replies stated that it leads to state 
medicine and all the attending consequences. 
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. Fourteen replies stated that the patients are ex- 
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Question VII. 
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pecting the private practitioner to meet the low 
rates on laboratory work, etc. 


. Ten replies stated that hospitalization is too 


limited in scope, including as it does only people 
in “groups.” They say that individuals should 
also be included and more types of illnesses. 


. Ten replies stated that it leads to a tendency 


to “rate” human illnesses. 


. Two replies stated that the hospitals do not co- 


operate with the physicians. Three felt that the 
plan includes infidelity to the physician. Five felt 
that there was favoritism shown in referring 
cases, there being a tendency for the hospital 
personnel to refer patients to physicians who 
brought more patients to the hospital. 


. Eight replies stated that often people carrying 


hospitalization are not certain as to what benefits 
they are entitled, in many cases having been mis- 
led by the salesman. 


Seven replies stated that it provides funds for 
the hospital but none for the physician. The hos- 
pital loks out for itself and the doctor is forgot- 
ten. The physician should be assured of his fee. 


Seven replies stated that the group plan is 
operated by laymen who do not have the profes- 
sional viewpoint. It tends to make medicine a 
business instead of a profession. 


Four replies stated that it works a hardship on 
straight-pay patients in that the prevailing group 
hospitalization rate is too low, thus throwing the 
burden of the support of the hospital on the 
straight-pay-patients. Three had the impression 
that the cost of administration was too high, this 
again throwing greater burden on the straight- 
pay-patient. 

Five replies stated that it leads to a loss of 
revenue to the hospital in that people who can 
afford to pay regular rates often take out group 
hospitalization. 


Three replies stated that some patients on the 
group plan complain of service, beds, diet, etc., 
given under this plan. 

Two replies stated that it lowers the morale of 
the American people, giving them something for 
nothing, a form of “dole.” 

Two replies stated that it has atendency to 
become commercialized, at times a “racket” in 
an effort to give more and undersell competitors. 


. One reply stated that it can’t help but lead to 


error and discrimination. 


One reply stated that it works like fraternal 
insurance in that rates will have to be increased. 


Would you recommend to the Pro- 


fessional Staff of other hospitals that they institute 
Group Hospitalization? 

Two hundred eleven or 63.4 per cent answered 
“Yes,” of which 37 qualified their answers by the 
stipulation “if properly controlled,” 36 or 10.8 per 
cent answered “No,” 41 or 12.3 per cent have no 
experience with group hospitalization, 13 or 3.9 
per cent left this question blank and 32 or 9.6 per 
cent gave miscellaneous criticisms, as follows: 
Seven would leave it up to the hospital to decide; 
four consider it still in the experimental stage; five 
said “if controlled by professional men only;” three 
stated “to increase the business of the hospital, yes ;” 


one stated “not unless the city owns the hospital, 
pays the taxes and benefits by the plan;” one stated 


“*VYes’ for open staff hospitals and ‘No’ for closed 
ones ;” one answered “only if the price is sufficient 
to insure adequate care;” one stated “for the small 
income class ;” two doubt the advantages to the doc- 
tor; one stated “only if the patient can choose the 
doctor and hospital;” one stated “refuse to com- 
ment;” one said “no use objecting;”’ one stated 

“only if indicated ;” two would advise plan to include 

all hospitals; one said “only if the medical staff is 

represented.” 

Question VIII. Please add any remarks which you 

might wish. 
The answers under this question fall under the 
two general subheads listed below: 

A. General Comments and Criticisms: (In brack- 
ets after the statements will be enclosed the 
number of physicians making similar replies. 
If only one made it, no bracket will appear.) 

1. It offers first class hospitalization to many who 
could or would not have it otherwise. Straight 
pay-patients are apt to leave too soon against 
the doctor’s judgment; less apt to have post- 
operative complications if stay is prolonged. (5) 
I object to the hospital’s caring for anyone who 
can pay. The hospital loses and the principle is 
wrong. (3) 

3. A rather dangerous method for solving a diffi- 
cult problem. (2) 

4. I know little of it, but what I do know has more 

good to recommend it than bad. (2) 
5. Hospitals are organized groups and can give 
group service ; doctors can’t. (2) 

6. I think that the plan of group hospitalization 

is desirable and should be pushed. If we don't, 

some company will. 

Baylor’s plan is the best here, in that the middle- 

man is eliminated. 


bo 


N 


8. Baylor is doing a hard job well; she has pion- 
eered into a great field and these men know 
more about it than practicing physicians or any- 
one else. 









My impression is that Baylor does not include 
professional services in their group plan. 


I don’t know how to make it ideal, but, as is, 
there are bad features. 


It tends to instill the idea that the institution is 
the important. thing. 


. Holders are led to believe that the doctor’s fee 


is included. 


. With privately-owned or closed-staff hospitals, 
it is a short step to hospitalization, including 
medical care. 


It works against the out-of-town doctor, in that 
these can’t compete with the ones living close by. 


. The hospital expects the physician to act as 
policeman in getting the patients out when they 
desire to take advantage of all of their allowed 
time. This is primarily a function of the group. 
If pushed by the physician, it often leads to dis- 
satisfaction on the patient’s part, with conse- 
quent change of doctors. Also doctors are 
forced to hospitalize patients in order not to 
make them angry. 


All I know about it, is that patients with hos- 
pitalization can go to the hospital and have work 
done at “cut rate.” 


The small income class should be given medical 
and surgical care on the same basis, and inde- 
pendent of the hospital. 


. Suggestions: 


. The rates should be based on actuarial figures 
so that the hospital will not lose. (11) An 
insurance company should handle the plan. (10) 


Interns should take care of emergencies until 
the family doctor can be located, instead of call- 
ing in another staff doctor, with the excuse that 
the family doctor could not be found. If unable 
to locate him, then call his associate. (6) 


The patient should be required to name his pri- 
vate physician on the application blank. The pa- 
tient should be required to call his own physi- 


cian. (6) 


No patient should be admitted on the group 
hospitalization plan who is not sent in by his 
private physician. He should direct all the diag- 
nosis and treatment. (4) 


An examination before acceptance of application 
should be required. For this the hospital should 
employ a physician who should check all applica- 
tions. The minimum fee of $5.00 should be 
paid by the patient for this examination and the 
findings should be sworn to before a notary pub- 
lic as being correct. (3) 


. All local hospitals should be included in the 
group plan, thus avoiding discrimination and 
allowing a more wholesale, advertised sales cam- 
paign. (3) 

. Ten days’ maximum stay per year seems more 
reasonable than 21 or 35. 


. Guard against state medicine and politics. (2) 
Make no suggestions as to choice of doctors. (2) 


. The patient in the group plan who has not a 
private physician should have a free choice of 
doctor. 


Nothing but bed-care and nursing should be in- 
cluded in group hospitalization. 


. Exclude from group hospitalization all individ- 
uals who earn over $100 per month, single, or 
$150, married, man or woman. 


. The physician who sends a case for hospitaliza- 
tion under the plan should sign a statement that 
the individual was not suffering with such ail- 
ment prior to the time of acceptance. 


. The County Medical Society should have a voice 

in instituting group hospitalization. There 
should be one representative of the professional 
staff on the council administering group hos- 
pitalization whose primary duty is to prevent 
procedures encroaching on the practice of medi- 
cine from being incorporated into the Plan at 
any time. 
Physicians should be asked to co-operate in the 
success of the plan by not requesting admission 
for patients who do not need continuous bed 
care, by discharging the patients as soon as it is 
safe for them to leave the hospital, and by not 
sending in for laboratory work those who could 
have this done as ambulant patients in private 
laboratories. 


Never take groups of fewer than 10 people. 


Cheap rates on laboratory work, x-ray, basal 
metabolism estimations, electrocardiographs, etc., 
should be eliminated and not extended at all to 
out-patients. 


Comments 

It is to be noticed that overwhelming opinion of the 
local profession is in favor of group hospitalization, 
as conducted at Baylor. Since the active staff of the 
hospital would obviously be expected to be more con- 
versant with the plan, an analysis of the 31, or 9.3 
per cent, answering “No” to question Vb, “Do you 
feel that it (the Group Plan) is properly handled at 
Baylor?” was made. It was found that 11 of these 
were active staff members and 20 members of the 
courtesy staff. Of the 11, it was further found that 
three are members of clinics, owning their own 
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closed-staff hospitals, and one operates his own clini- 
cal laboratory. 


The three specific criticisms listed under Vd fall 
into two groups. The first two, relative to the house 
staff usurping the functions of the attending staff 
without their knowledge and consent, is a vital ques- 
tion. This is specifically prohibited in the printed 
instructions given the members of each group, as 
seen below, and if and when violations occur, com- 
plaints should be placed immediately with the Chair- 
man of the Economic Relations Committee or with 
the medical director for action. The third criticism 
obviously has nothing to do with group hospitaliza- 
tion, the usurpation into the clinical laboratory field, 
whether for good or bad, having taken place years 
before the inception of the different group plans. 
X-ray procedures are not included in Baylor’s Plan. 


Many of the comments under questions VI, VII, 
and VIII clearly arise from a confusion between the 
Baylor Plan and others in this city and elsewhere. 


The plan in operaiton until the first of 1935, 
which, of course, is still in effect for the groups who 
signed before that time, unless they agree to be 
changed over, was essentially the same as the present 
one, with the following exceptions: In it the maxi- 
mum hospitalization was limited to 21 days per year, 
whereas 35 days is the limit now; only 50 per cent 
off was allowed on oxygen tents, pollen filter machine 
and electrocardiogram tracings, as compared with 
free use now; fifty per cent discount was allowed on 
physio-therapeutic procedures ordered, and in treat- 
ment indicating aseptic maggots, both of which have 
been eliminated in the present plan; the maternity 
case waiting period was then twelve, but is now ten 
months ; the clause allowing only 50 per cent discount 
on diseases not common to both sexes was not pres- 
ent; the clause stating that all services are to be 
given, subject to the approval of the medical direc- 
tor, was not present; the 90-day waiting period, ex- 
cept in cases of emergencies, was not so clearly 
stated; the clause limiting hospitalization to active 
cases under progressive therapy and needing bed 
care, was not so clearly stated ; the monthly fee was 
fifty cents and no special rating credits for low inci- 
dence of hospitalization in the groups was provided. 


The Baylor Family Plan is available only to fam- 
ilies of members of the different groups. Essentially, 
this plan carries the same benefits as the basic plan 
above outlined, except that there is no limitation of 
hospitalization days; only 50 per cent discount is 
allowed on electrocardiogram tracings and oxygen 
tents ; no limitation is made on the diseases not com- 
mon to both sexes, except maternity cases, which 
have the same reduction as in the basic plan; no men- 
tion is made of the pollen machine, and payment of 
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half the room-rent of whatever accommodations 
chosen is required. The husband or wife and de- 
pendent minor children are included in the Family 
Plan, for which the group member pays an additional 
$1.00 per month. 


Practically the entire basic plan contract is printed 
in very small type on the identification card issued 
to all members of a group. This makes it possible 
for each to keep in mind the benefits, as well as the 
limitations of the plan, and makes it easier for the 
admitting office personnel to correct any misunder- 
standing that might arise, by calling attention to cer- 
tain points in the memorandum carried by every 
member. 


Group Hospitalization Memorandum 
(To be executed in duplicate) 


We, the employes of 

Company, do hereby undertake to provide for each 
other, as need and occasion may arise and require, hos- 
pitalization benefits and services in Baylor University 
Hospital under their Group Hospitalization Plan to the 
extent and under the limitations hereinafter set forth. 
This hospitalization group is to be known as the 

Group and is composed of bona fide 
full time regular employes of 
Company, whose representative to contact Baylor Uni- 
versity Hospital, mutually satisfactory to all concerned, 
is to be 

Service Capacity 
It is the purpose and intent of the said 

Hospitalization Group, Baylor University being duly 
advised and consenting, to provide for its members the 
following hospital service at Baylor University Hos- 
pital when and as needed while bed patients in said 
hospital and in the care and on the written authoriza- 
tion of the personal private physician of each individual 
patient then and there attending said patient in the said 
hospital, the said benefits to apply, as, if and when 
needed and professionally authorized, for a maximum pe- 
riod of 35 hospital days each year hereafter, with 33% 
per cent reduction for necessary hospitalization after the 
first 35 days have been used by the member-patient: 


1. A $5.00 private or semi-private room. 


2. Meals—In Baylor a selective menu is furnished from 
which to choose. 


3. General nursing care, including graduate head nurses 
and supervisors. 


. The services, at the disposal of the patient’s per- 
sonal physician, of the house staff of Baylor Uni- 
versity Hospital, including a medical director, a 
resident house physician, a resident house surgeon, a 
resident obstetrician, and thirteen other graduate 
physicians ready at any hour to render first aid or 
relief assistance, on the requirement of the patient’s 
physician. 

Personal service—non-professional. 
All needed operating room service. 


All necessary anesthesias and anesthetic service. 
Baylor’s anesthetic department is under the personal 
charge of a full-time employe, a physician specialist 
of many years experience, recognized nationally as 
a leading authority in anesthesiology. There is no 
better service than this in all the nation. 


All needed pathological laboratory service of every 
kind, as indicated, and ordered by your doctor dur- 
ing your hospitalization, including blood count, blood 
chemistry, urinalysis, blood typing, gross and micro- 
scopic examination of all surgical sections, etc., etc., 
—in brief, the entire services of a great pathological 
laboratory devoted entirely to hospital service under 
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the full- time direction of an experienced physician 
specialist in pathology, assisted by a large staff of 
competent technicians. Few hospitals can give such 
service. 


9. All medicines. 
10. Surgical dressings. 
11. Hypodermics. 


12. First aid and emergency treatment, at direction of 
your physician. 


13. Surgical binders. 
14. Casts and operating room supplies. 


15. Electrocardiogram tracings when needed in heart 
cases while in hospital. 


16. Use of pollen machine in unusual cases of asthma 
or acute hay fever while in hospital. 


17. Free use of oxygen tent when needed and pre- 
scribed while in hospital. 


18. All of the services of the general employes and staff 
of Baylor University Hospital. 


19. Fifty per cent reduction on maternity cases where 
the patient has been a member of the plan ten 
months. 


20. Fifty per cent reduction in cases of diseases not 
common to both sexes when the patient has been 
a member ten months or more. 


All hospital services herein above enumerated are to 
be given subject to the approval of the Medical Direc- 
tor of Baylor University Hospital. 


Except in accidents, group hospitalization benefits do 
not apply in surgical cases until the subscriber has been 
a member for at least ninety days. (This provision is 
inserted at the urgent request of members to prevent 
exploitation of their group funds by newcomers seeking 
the avoidance of an immediate hospital bill.) 


No age limit applies as long as the member is actually 
and actively employed and employable, and is actually 
in active service in the employ of the said employer. 


The above mentioned benefits do not include or apply 
to rest cures, ambulant treatments, incurable cases, semi- 
invalidism, or continuing convalescence, but are limited 
to active cases under progressive therapy and needing 
bed care. 


This group hospitalization shall not apply in cases of 
pulmonary tuberculosis, or chronic mental and nervous 
disorders, or acute venereal infections, or virulent or 
quarantinable contagions. 


This plan does not apply to-workmen’s compensation 
cases, industrial hazards, or cases coming under the 
supervision of the Industrial Accident Board, or to in- 
juries received while in the line of occupational duty. 


_The plan does not include the patient’s doctor bill, 
either physician or surgeon, nor does it include the serv- 
ices of a special private nurse, nor unusual serums. 


The employment of the patient’s physician is in his 
own hands and at his own cost—Baylor has no part in 
his selection. Baylor furnishes no medical service ex- 
cept under the direction of the patient’s own personal 
physician and then only to bed patients in the hospital. 
Admission to the hospital under this plan is only on 
the written authorization of the patient’s personal 
physician. 


All members of the Dallas County Medical Society 
are eligible to use the facilities of Baylor University 
Hospital, and no patient can be admitted to Baylor Uni- 
versity Hospital except under the care and upon the 
authorization of some member of the Dallas County 
Medical Society, patient to leave hospital when dis- 
charged by doctor. When a patient is discharged by 
his doctor, the benefits of group hospitalization no longer 
apply, and any further stay in the hospital is at the 
charge and expense of the patient, and is not chargeable 
either to the funds of the Group Hospitalization or to 
the hospital. 









In case of epidemic, public disaster or other condi- 
tions occasioning an over-crowding of the capacity of 
Baylor University Hospital to such a degree that it is 
not possible to provide accommodations and in case 
adequate accommodations cannot be secured elsewhere 
in the city, then in the face of such an emergency, the 
responsibility of Baylor University Hospital under this 
contract shall be discharged by the refund to the patient 
of twice the amount that has been paid by the patient 
under this contract during the last twelve months im- 
mediately preceding, and such payment shall constitute 
a full and final discharge of the obligations of Baylor 
University Hospital hereunder. 


It is agreed and understood that the sum of seventy- 
five cents per month, subject to any special rating credits 
as endorsed hereon, shall be collected by the said rep- 
resentative of this group and by him or her transmitted 
and paid to Baylor University Hospital to be there held 
and disbursed in payment for hospital services as herein 
specified and rendered to members of this said Hos- 
pitalization Group by and in said Baylor Universitv 
Hospital. 


It is further and specifically understood and agreed 
by all concerned, and more particularly by the signa- 
tories hereto, that Baylor University Hospital has no 
control of nor responsibility for the funds collected under 
this Group Hospitalization Plan, and is not in any man- 
ner or measure obligated to furnish hospitalization here- 
under, until the said funds as collected by the representa- 
tive of the Group and its membership shall have been 
paid over by the group representative to Baylor Uni- 
versity Hospital. 


In any and all events, it is expressly understood and 
SUTRA Y agreed that CHE 6665 cog. cas alenmiedeear Com- 
pany is in no wise or sense or degree a guarantor or 
insurer under the terms of this memorandum either to 
the said Baylor University Hospital or to any employe 
of the said employer and no liability is attached by this 
memorandum in any wise hereunder to the said em- 
ployer. The sole object and purpose for the said hos- 
pitalization group to be “company handled” or “company 
fostered” is to provide a mutually convenient and eco- 
nomical means and mode of collecting the monthly dues 
of the employes who are members of the said .......... 
ao Skcee Hiataatek Hospitalization Group. 


Hospital protection for the aforesaid group under 
Baylor Group Hospitalization was begun ............ 
193.., and is henceforth continued under the terms of 
ry memorandum from date hereof, to-wit, ..........., 


As part of this memorandum two riders are attached 
below and made part hereof. 


Firm Representative 
BAYLOR UNIVERSITY HOSPITAL 


PRIMED INO: ins isles widens eee pond nce ent an ema 


In the event that the funds of this said group are 
company-collected by pay roll deduction or other satis- 
factory continuing expedient, or is company-fostered in 
an equivalent manner, and in the further event that at 
least ...% of personnel eligible to membership are cov- 
ered by group hospitalization, then in the event of these 
considerations, a “company collection credit” of ten cents 
per month per member may be applied on the said 
monthly rate of dues of seventy-five cents as hereinabove 
WEHEOUEG, TNTNE Soda kc civ wo ccedvce tras Hospitalization 
Group, a “company collection credit” of ...... cents per 
month per member shall apply hereunder. 

MOL OING. 2 aanle hate peace Nenu tat ak eels 


Inasmuch as the record and experience of this said 
scaled forwiale Tere aioe 4rate 000 Hospitalization Group in Baylor 
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University Hospital for the past years shows 
that & rate Of. 2... cents per month has been adequate 
to cover hospitalization, an additional and final “experi- 
ence credit” of ...... cents shall be further applied on 
the said basal monthly dues of seventy-five cents, leav- 
ing net monthly group hospitalization dues of .......... 
per month; said “experience rating” to apply and be in 
effect only so long as the record and experience of the 
said hospitalization shall in the opinion of Baylor Uni- 
versity Hospital warrant such an extra credit hereon. 


The general criticisms, comments, and suggestions 
offered, the scope of which is definitely set forth in 


the contracts above outlined, are appreciated by the - 


Executive Committee of the Baylor Staff, who invite 
specific complaints as they arise, since these are vio- 
lations of the intended purpose and scope of group 
hospitalization. 


For the general criticisms, comments, and sugges- 
tions, otherwise not covered in the existing contracts, 
we are deeply appreciative. Many are being thor- 
oughly considered, with a view to incorporation into 
the system, thus making group hospitalization what 
it was intended it should be, namely, a definite aid to 
the hospital, the patient, and his physician, permitting 
the patient to have access to modern, scientific care, 
that he possibly could not otherwise afford, often al- 
lowing the hospital to secure the “cost” care for 
many, which otherwise might be a total loss, and fre- 
quently leaving enough funds to make it possible for 
the physician to collect a fee from the low-income 
class of patients which he otherwise probably would 
experience great difficulty in collecting. 


Summary 


1. A survey of the local medical opinion on the 
Group Hospitalization Plan in operation at Bay- 
lor University Hospital for the last six years 
was made. 


2. The response was prompt and comprehensive. 
There were 333 replies out of a County Medical 
Society membership of 408, representing 81.61 
per cent replies. The percentages were based 
on the number who answered the questionnaire. 


3. In general, the overwhelming opinion was found 
to be in favor of group hospitalization when 
properly handled by the hospital, the figures be- 
ing: 78.4 per cent in favor; 8.1 per cent not in 
favor; 1.5 per cent were in doubt; 9.9 per cent 
have no experience with group hospitalization ; 
2.1 per cent left the question unanswered. 


4. To the question, “Do you feel that it (the Group 
Plan) is properly handled at Baylor?” the fol- 
lowing figures were obtained: 60.1 per cent an- 
swered “Yes”; 9.3 per cent answered “No” ; 13.2 
per cent were in doubt; 11.7 per cent have no 
experience with group hospitalization; 5.1 per 
cent left this question unanswered. Of the 9.3 
per cent answering “No,” 20 were members of 
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the courtesy staff and 11 were members of the 
active staff—3 being members of local clinics 
owning their own closed-staff hospitals, and 1 
owns a Clinical laboratory. 


5. The opinion of the profession, particularly on 
the weaknesses of group hospitalization, was 
freely invited and expressed. Suggestions for 
improvement were numerous. These were de- 
tailed in the body of the survey. 


6. Since many of the criticisms resulted from a 
confusion of the Baylor Plan with other plans 
in operation, specimens of the Baylor Group 
Hospitalization Plans were detailed. 


7. Some comments as to the relative merits of the 
different criticisms and suggestions given were 
made. 


8. Deep appreciation was expressed for the criti- 
cisms and suggestions given. They will be thor- 
oughly considered when any revision is con- 
templated. 

Conclusions 
The summary shows rather conclusively : 

1. That the group hospitalization meets with the 
general approval of the local medical profession, 
who seem anxious to co-operate in its develop- 
ment. 


2. That the profession is vitally interested that it 
be consulted in any change that might be con- 
templated from time to time in the plan. 


3. That a comprehensive effort should be made to 
acquaint the profession through the monthly bul- 
letins, staff meetings, etc., with the plan, its 
privileges and limitations, so that full co-opera- 
tion can be obtained. 


4. That a comprehensive effort should be made to 
acquaint the groups, through the hospital bul- 
letins, organization bulletin boards, and periodic 
meetings of group captains, with the privileges, 
limitations, and abuses of group hospitalization 
so that each group will become conscious of its 
stewardship responsibilities in guarding its funds 
against encroachment from those who are not 
entitled to privileges. 


—_—~>_— 


The Contribution of Catholic Sisters 
to Their Hospitals 


“Eighteen thousand Catholic Sisters,’ says Father 
Schwitalla in his Presidential Address before the 
Catholic Hospital Association, “contribute to charity 
in their service in Catholic hospitals more than $13,- 
500,000 annually, more than $37,000 each day in 
the year, an average for each of the Sisters of $750 
per annum. 
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A Method of Evaluating Changes in Food 
Costs and Prices 


G. P. BUGBEE 
Assistant Director, University Hospital of the University of Michigan, Ann Arbor, Michigan 


U NIT RAW FOOD CosTs are almost universally 
prepared by hospitals, yet it is questionable whether 
the potential value of such figures is generally util- 
ized. All cost figures are of value only under cer- 
tain conditions. The factory with a uniform unit 
product, the result of the fabrication of labor and 
material, presents a favorable field for cost account- 
ing. Were the product largely personal service, or 
the products without uniformity, the total expense 
might be calculated with equal ease, yet the indi- 
vidual product escapes any but the most arbitrary 
cost measurement. Under such circumstances unit 
costs are practically valueless. 


The product of most hospital departments is per- 
sonal service which is not readily subject to financial 
comparisons. There is no uniform unit of service. 
These functions must be measured by the adminis- 
trator on the basis of his personal experience and 
ability. Were it possible to record cost figures neatly 
for every branch of hospital activity, administration 
would become an easier task. Since this is not true, 
those departments which lend themselves to financial 
measurement should have the benefit of a full 
utilization of the opportunities afforded. 


Food Cost Accounting 


The dietetics department probably presents the 
most favorable opportunity within the hospital for 
the preparation of unit cost figures which without 
undue qualification can be considered an accurate 
measure of performance. Necessarily, success in 
patient food satisfaction, in therapeutic assistance to 
the medical staff, and in the quality of teaching com- 
pletely escapes financial interpretation. If these 
factors are evaluated separately, however, and it is 
assumed that a standard is maintained, then unit 
food costs become a dependable dollar and cents 
index of the economy of operation. A meal being 
the unit product of the dietary department, the prep- 
aration of raw food costs per meal presents no diffi- 
cult accounting problem and the computation is sim- 
ple. However, if costs per meal are to be accurate 
for comparison between hospitals, accounting meth- 
ods must be uniform. 


Unit raw food costs are prepared by accumulating 


the cost of food consumed during a period, either 
month or year, and dividing that total by meals 
served during the same period. The quotient is the 
cost of raw food used in the preparation of one meal, 
a unit cost comparable internally from month to 
month or for comparison with other hospitals. Four 
points in this accounting procedure deserve em- 
phasis. 


I. Raw food consumed must be carefully dif- 
ferentiated from raw food purchased for the 
period either month or year. Periodic inven- 
tories or the pricing of daily issues from a cen- 
tral storeroom are accounting devices for se- 
curing this division between food consumed 
and food received. 


. Total raw food costs must include only food. 
Supplies issued to the dietary department 
should not be included. 


. Computation of the total units produced or 
meal census must be accurate. No matter how 
carefully the expense total is figured for raw 
food, an incorrect meal count will result in an 
incorrect unit cost. Meals served in each nurs- 
ing unit and dining room must be carefully 
recorded and totalled. A meal census figured 
on an estimate from patient days and employee 
days will vary widely from the count of meals 
actually served. 


. There is some variation in the definition of the 
unit product of the dietary department. The 
individual meal is in use in certain hospitals 
while others use the meal day secured by divid- 
ing total meals served by three. Either may 
be equally correct and give equally useful re- 
sults if unit cost comparisons are made with 
this difference in mind. 


Unit food costs properly prepared may be used 
for comparison with like indexes from other institu- 
tions. Such comparisons often reveal nothing more 
practical than an indication of essential differences 
in type between hospitals being compared. However, 
two hospitals with a similar distribution of patients, 
by type and financial classification often show 
marked variation in unit food costs. Lack of cor- 
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relation may be explained legitimately on the basis 
of a variation in performance of those functions of 
the dietary department not subject to financial 
measurement, or, in other words, a difference in 
standards. The average administrator has little op- 
portunity to collect the detailed information required 
to compare standards exactly. Thus it would appear 
that except for very general impressions the main 
value from unit food costs must be gained by a full 
utilization within the individual institution. 


Food Prices vs. Food Costs 


Assuming an accurate monthly unit measurement 
of meal costs, the primary institutional admin- 
istrative advantage of the figures attained will 
eventuate through a comparison month by month and 
year by year. Unfortunately, such comparisons are 
not so valuable as should be true because of an ad- 
ditional important variable which may not be 
evaluated scientifically. No dietitian could be 
credited with economical operation of the dietary 
department solely on the basis of decreasing unit 
raw food costs between October, 1929, and March, 
1933. Decreasing unit food costs were inevitable 
because of falling prices. On the same basis no 
dietitian could be expected to maintain without in- 
crease the unit food cost of 1933 in view of the in- 
creasing price trend since that time. Change from 
month to month in unit food costs is, therefore, to be 
expected. To be of value as a measure of economy 
of operation in the dietary department this index 
must be correlated with food prices. Then and only 
then can the true significance of changes in unit 
food costs be considered in relationship to economy 


within the dietary department. The question which 
must be answered in case of increase or decrease in 
unit costs is whether this change has been in propor- 
tion to the change in wholesale food prices. If the 
proportionate change has been equal, then the same 
level of economy has been maintained. If the food 
cost indexes have increased with food price indexes, 
but not with proportionate rapidity, then there has 
been increased economy of operation. If, on the 
other hand, unit costs have increased at a more rapid 
rate than food prices, the reverse is true. This is 
the true essence of unit food costs and should be 
available to the dietary department and the hospital 
administrator. Fortunately, such information can 


easily be obtained and results appear to be accurate. 


Food Price Indexes 


Most hospitals have unit food costs figured con- 
sistently for each month. There is available for 
comparison an index showing the change in whole- 
sale food prices. This index is published by the 
United States Department of Labor, Bureau of 
Labor Statistics in the bulletin “Wholesale Prices” 
of the Division of Wholesale Prices. The Bureau 
of Labor Statistics’ index of wholesale food prices, 
which include 122 price series weighted according 
to the relative importance in the country’s markets, 
is based on the average prices in 1926 as 100. On 
this basis wholesale food prices in March, 1933, 
stood at 54.6, as compared with the average for 1926. 
Prices in March, 1933, were 54.6 per cent of the level 
of wholesale food prices in the year 1926. Table I 
is a record of index numbers representing whole- 
sale food prices by months for ten years as published 
in the Government bulletin, ‘Wholesale Prices.” 
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TABLE I—Index Numbers of Wholesale Food Prices by Months 
January, 1926, through April, 1936 
(1926 — 100) 


1927 
96.9 
95.9 
94.5 
94.6 
94.4 
94.4 
93.9 
94.2 
96.5 

100.0 

101.5 

100.7 


1928 
98.5 
98.7 
98.0 
99.5 

101.2 

100.3 

102.3 

104.1 

106.9 

102.3 

100.1 
98.0 


1929 
98.8 
98.1 
98.1 
97.7 
97.7 
98.9 

102.8 

103.1 

103.2 

101.2 


January 


February 


98.6 
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98.8 


1935 
79.9 
82.7 
81.9 
84.5 
84.1 
82.8 
82.1 
84.9 
86.1 


1936 
83.5 
83.2 
80.1 
80.2 


1933 
55.8 
53.7 
54.6 
56.1 
59.4 
61.2 
65.5 
64.8 
64.9 
64.2 
64.3 
62.5 


1934 
64.3 
66.7 
67.3 
66.2 
67.1 
69.8 
70.6 
73.9 
76.1 
74.8 
75.1 
75.3 


70.5 


1930 
97.2 
95.5 
93.9 
94.6 
92.0 
90.5 
86.3 
87.1 
89.2 
88.6 
85.7 
81.8 


1932 
64.7 
62.5 
62.3 
61.0 
59.3 
58.8 
60.9 
61.8 
61.8 
60.5 
60.6 


1931 
80.7 
78.0 
77.6 
76.3 
73.8 
73.3 
74.0 
74.6 
73.7 
73.3 
71.0 
69.1 


90.5 74.6 60.5 
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These index numbers, published monthly, ac- 
curately measure change in wholesale food prices. 
Local markets may in certain instances throw out 
of balance these national figures as a measure of the 
wholesale food prices paid by the individual hospital. 
However, markets are in general so sensitive to 
change that this index is a reliable measure of the 
change in prices paid in any given locality. Experi- 
ence at this hospital seems to-prove that these gov- 
ernment figures closely parallel the change in prices 
charged this institution. 


Correlating Food Costs and 
Food Prices 


The measurement of rate of change in compara- 
tive form between food prices and hospital food costs 
can best be shown graphically. Such a graph of raw 
food costs at the University Hospital of the Uni- 
versity of Michigan (Plate II) demonstrates this 
method of comparing change in food costs and 
wholesale food prices. For the purpose of this graph 
the fiscal year July, 1929, through June, 1930, was 
assumed to be a typical year, each year since that 
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1934-35 1935-36 1936-37 4931-38 1938-39 


time being charted in relationship to that base or 
standard year. 


Government wholesale food price indexes for the 
year 1929-30 stood at 97.6. University Hospital 
raw food costs per meal for the same period were 
.169. Assuming both of these figures to be rep- 
resented by 100.0, each succeeding month is divided 
by these two original standard figures to reduce all 
to a common base. 

Thus, for March, 1936, raw food costs of 11.5c 
divided by 16.9c equals 68.0; March, 1936, food 
prices of 80.1 divided by 97.6 equals 82.1; 82.1 is 
the point charted for wholesale food prices while 
68.0 is the point charted for unit food costs. These 
figures indicate that wholesale food prices during 
that month reached a level 82.1 as high as the aver- 
age wholesale food price level for the year 1929-30. 
For the same month hospital unit raw food costs 
were 68.0 as compared with the base year 1929-30. 
Raw food costs have increased, but at a slower rate 
than wholesale food prices. 

The graph of the University Hospital unit raw 
food costs and wholesale food prices demonstrates 
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that the rate of change has not been equal. Various 
factors have prevented a paralleling of these two in- 
dexes. This’ graph has recorded very plainly the 
effects of administrative requests for increased econ- 
omy required by financial conditions. Other varia- 
tions shown correspond with a change in the admin- 
istrative personnel of the dietary department and 
other factors of local interest. 


Summary 


This comparison between raw food costs and 


wholesale food prices cannot be considered as a 
final measure of the performance of the dietary de- 
partment. However, with wholesale food prices, 
1926 as 100, varying from 101 in the year 1928 to 
60.5 in 1933 to a current level of approximately 80, 
the need for a scientific weighing of the effect of 


- this important factor in food costs is evident. The 


calculations involved will reward the administrator 
by reducing to exact measurement one more variable 
of importance in the economy of operation of the 
hospital. 


Educational Value of Hospital Service Plans 
RAY F. McCARTHY 


Executive Director, Group Hospital Service, Inc., St. Louis 


Fs TIME TO TIME the hospital profession 
and the public have been kept informed of the prog- 
ress and developments of group hospitalization. The 
communities that are establishing these service plans 
today are grateful to the pioneers in this work; we 
owe a debt of gratitude to the authors of numerous 
articles in which the writers unselfishly presented 
their experiences. From this mutual dissemination 
of ideas there has arisen a sound program that is 
proving of material benefit to the voluntary hospitals 
and the community. 


It may prove interesting to present a phase of 
work that hospitalization plans are accomplishing 
and with which many who are engaged in the hos- 
pital profession are unfamiliar. Before touching 
upon the given topic for this paper I would like to 
digress just a moment to present, or rather sum- 
marize a few of the requirements necessary to the 
development of a sound hospital service program. 


The Requirements of a Sound Hospital 
Service Plan 


Primarily, it must have the approval of the local 
Medical Society and preferably the approval of the 
State Medical Association. The suggested plan must 
conform rigidly with the tenets of the American 
Hospital Association and the American Medical As- 
sociation. Stated briefly, the salient requirements of 
these two national bodies are as follows: 


It must not include nor offer as benefits, the serv- 
ices of a physician. 


Read at the Mid-West Hospital Conference, St. Louis, Mis- 
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There must be provided free choice of hospital 
and physician. 

It should include all voluntary hospitals of the 
community eligible to participate in the plan. 


It must be a non-profit organization. 


Group hospital service plans must be operated 
with the same high standard of ethics and ideals as 
those of the medical and hospital professions. It is 
something more than just insurance. As operated 
in St. Louis, we are the agents of the participating 
institutions and our activities and methods of secur- 
ing enrollments in the plan are a reflection upon 
the member hospitals. Greater acceptance of the 
plan by employees and industry can be had when the 
program is developed under the sponsorship of the 
medical and hospital professions. 


To the best of my knowledge, Group Hospital 
Service in St. Louis is the only plan which has in- 
cluded in its by-laws a rigid pre-requisite which as- 
sures the employee of free choice of physician and 
hospital. It is this: “The benefits of Group Hos- 
pital Service will not be made available to employees 
in any industry which has a pre-payment plan that 
precludes free choice of physician and hospital.” 
This provision is interpreted to mean that employees 
in “benefit associations” or “industrial benefit funds” 
must be permitted free choice of doctor and hospital 
in all cases except those falling under the Work- 
men’s Compensation Act. 


Ethical Contracts 


Those of us who are engaged in any branch of 
medical economics are familiar with the fact that in 





many communities there exists two kinds of indus- 
trial contracts between the employees, physicians, 
and an individual hospital. One is ethical, the other 
is not. In discussing industrial contracts, I can only 
presume to speak for myself as a contributor to 
philanthropic funds and as a taxpayer. Perhaps 
these views might reflect the viewpoint of other lay- 
men who are unfamiliar with these practices. Is the 
position of industry a tenable one when they seek to 
bargain for medical and hospital service at a rate 
below the per capita cost per patient? Too often 
have we seen large industries use their bargaining 
power to obtain preferential rates for their em- 
ployees. This is not only detrimental to the finan- 
cial stability of the institution which they use, but 
an infringement upon the rights of the contributing 
public, as well as those who pay adequately for the 
services of that particular hospital. There was a 
time when these instances were merely annoying 
but, like the proverbial snow-ball that increases 
in size and momentum as it travels onward, 
the question is now becoming vexatious enough 
to be a burden to the community. It would 
be gross exaggeration to say that with the 
sound operation of a community hospital service 
plan such a problem as that which I have just men- 
tioned would disappear. However, over a period of 
years the employees in industry will have interpreted 
for them the service and position of the voluntary 
hospitals in the community. 


Advantages for the Participant 


Unquestionably, you are familiar with the direct 
benefits the subscriber to such plans receives; such 
as, more competent care during illness, earlier diag- 
nosis and hospitalization, as well as having made 
available to them the most recent discoveries in scien- 
tific apparatus. The voluntary hospital is aided 
through a stabilized source of income. Merchants 
and business men in the community will be relieved 
if only a small percentage of their customers will 
refrain from saying they could not pay because of 
sickness bills. In general, after a considerable num- 
ber of employed people in a community have en- 
rolled in group hospital service plans, the buying 
power of the subscribers should be materially in- 
creased as illness is always unexpected and few peo- 
ple make any provision in their budget for illness 
costs. 


Group hospital service plans throughout the coun- 
try are providing a medium of year round edu- 
cation for community hospitals which has hereto- 
fore been a question of some import to those en- 
gaged in the administration of such institutions. In 
most communities the only practical and united ef- 
fort that has been made to interpret the work of the 
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hospital has been done at that time of the year when 
the hospitals, either individually or jointly, appealed 
to the people for funds to carry on their*humanitarian 
service in the name of charity. Community Chests 
and other fund raising organizations have provided 
a splendid foundation for the furtherance of inter- 
pretive and educational activities in behalf of the 
voluntary hospital. Group hospitalization offers an 
effective and inexpensive program in acquainting 
people with the services of the hospital in their com- 
munity. 


How Our Field Secretaries Function 


We have a staff of courteous and well-trained 
secretaries who present group hospitalization to em- 
ployed groups and interpret the desirability of hos- 
pitalization. These field secretaries are employed on 
a salary basis and not commission; this aids in as- 
suring the hospitals and the employees that an ac- 
curate description of the benefits to be received, will 
be presented to them as his income is not dependent 
upon commission or the number of sales to be made. 
These secretaries address employed groups under the 
most favorable conditions. Prior to addressing any 
group of employees, the employer’s permission is 
first secured to permit the presentation of the plan 
on company time. This assures the speaker of at- 
tentiveness and ample time for his presentation. 
Employers in every field of industry have co-oper- 
ated whole-heartedly in making possible for their 
employees the benefits of this civic program. Group 
Hospital Service, as it is operated in St. Louis, in- 
sists that private industry permit payroll deduction; 
only in rare instances have we been denied this privi- 
lege. We have reduced to a minimum any possible 
inconvenience this may cause the employer, we do 
appreciate that it is a small added burden. The 
employer is appreciative of the fact that we are 
the agent of the participating member hospitals and 
have a message to deliver to his employees that 
will engender good will towards the hospitals and 
inculcate in the employees a desire to help them- 
selves by budgeting for future health needs. Un- 
fortunately, the economic upheaval of the past few 
years has created a tendency upon the part of a cer- 
tain group of our people to look for paternalism in 
many things from the employer, the community, and 
the state. 


Group hospitalization is predicated on the basis 
that the American people prefer to pay their way 
and employed groups will do so if they are given 
the opportunity. 


Two-thirds of the nation’s purchasing power is 
represented by those earning less than $2,200 per 
year, and included in this group are the majority of 
what we may term “the limited income class.” In- 
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ventive genius in industry made possible mass pro- 
duction and through clever advertising, they have 
educated the American people to purchase on a bud- 
get plan what are now termed “necessities” and 
which were once called luxuries. With each suc- 
ceeding generation the American people are becom- 
ing more accustomed to look to the community hos- 
pitals for care in their illness. There was a time 
when the people had a natural inhibition and fear 
of hospitalization. You who are engaged in some 
phase of administration of voluntary hospitals, as 
well as city institutions, know that the tendency of 
many patients to be cared for in the home during 
serious illness, was a predominant factor in the in- 
ability of many communities to lower morbidity and 
mortality rates. The story of splendidly equipped and 
competently staffed institutions in Greater St. Louis 
is being told to hundreds of people daily who are 
engaged in industry. They are being made better 
acquainted with the services of these great institu- 
tions which has placed the American hospitals in 
the preeminent position which they hold today 
throughout the world. 

I have previously mentioned the fact that we 
speak to the employed groups under the most favor- 
able conditions. Indicative of this is an instance 
which occurred within the past few weeks: We 
were enrolling the employees of a large packing in- 
dustry and the only time when all of the employees 
could be brought together for a meeting was at five 
o’clock in the morning. One of our field secretaries 
addressed the employees and this was the kind of 
an introduction which the foreman made: “Your 
employer thought enough of this new idea of hos- 
pitalization to ask this gentleman to come here and 
speak to you at this time of the morning. Now, I 
expect every one of you to pay attention to what he 
has to say and remember, don’t come around asking 
for an advance to pay hospital bills, because if you 
haven't sense enough to enroll in this plan which 
costs less than a newspaper does, then you won't get 
my sympathy.” Another member of our staff has 
spoken at midnight to groups of service employees 
in several large office buildings. 


The Employer and the Service Plan 


Employees are not the only ones who need com- 
munity hospital service interpreted to them properly. 
While the business man is usually able to pay for 
necessary hospitalization of himself and his family, 
he is concerned with local, state, and federal taxes. 
He is cognizant that the more need there is to care 
for the indigent and part indigent, the greater the 
necessity becomes for public officials to float bond 
issues and erect additional tax supported institutions 
to care for them. It is not difficult to point out to 
him that as a citizen and a taxpayer, he should en- 
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courage in every way possible a civic program of 
this nature which will aid in increasing the bed occu- 
pancy of voluntary hospitals and cause a correspond- 
ing decrease in the bed occupancy of tax supported 
institutions. 

Both voluntary and tax supported hospitals have 
been carrying-a tremendous burden during these 
past few years of economic stress. Engaged as they 
are in a humanitarian service, it has not been pos- 
sible, nor would it have been their wish, to turn 
away those requiring hospitalization. With theorists 
and “isms” of every sort promulgating their indi- 
vidual panacea for the delivery of adequate medical 
care, the American people must be encouraged to 
continue their confidence in the leadership of those 
best qualified to give it—the doctors and the 
hospitals. This leadership has never been denied 
them, and I believe the American people can rest 
assured that the high quality of hospital service and 
medical care will be maintained on the same high 
plane of ethics that has characterized these two great 
professions in the past. 

We, in Missouri, are proud of the steps which 
have been taken by the Medical and Dental Societies 
of St. Louis, the County, and the State in cooperation 
with the voluntary hospitals in the inauguration of a 
co-ordinated health program which does not trans- 
gress the rights of any one. Those of us who are 
engaged in medical economics are fully aware that 
there are many problems confronting us which have 
yet to be answered. A few for hospitalization ex- 
ecutives to ponder over are: How can we extend 
this service to the less populated areas of the State 
where the major occupation is farming? Can a 
sound plan be developed that will permit the inclu- 
sion of employees in business offices where there are 
fewer than the minimum number to be enrolled in 


. group plans? Would it be safe to provide the bene- 


fits of group hospitalization to dependents of em- 
ployed members? At what point would it be safe 
to make available to the subscribers coverage for 
contagious diseases? These questions, as well as a 
number of others, will undoubtedly be answered in 
the near future. Several hospital service plans in 
this country are already experimenting with family 
contracts. We in Missouri hope to work out a 
practical program to serve those engaged in farming. 


Hospital service plans are proving of material 
benefit to subscribers, the hospitals, and the physi- 
cian. Welded into cohesive action with these two 
professions are the employers, each co-operating 
with the other to make possible some degree of 
health security for our people in a manner consistent 
with American ideals, while maintaining that quality 
of service conformable with the ethics of the medi- 
cat and hospital professions. 





Food for Thought 


ELIZABETH R. RUPERT 


Dietitian, Hackensack Hospital, Hackensack, New Jersey 
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7. DIETARY DEPARTMENT is unique in 
its importance to the hospital, not only for its rela- 
tion to food and'the economics of the institution, 
but even more from the standpoint of service and 
good will. It reflects the enthusiasm, the efficiency, 
the training, and even the personality of the dieti- 
tian. Whether breakfast, dinner, and supper are the 
bright spots in the patient’s day, or the opposite, is 
in a large measure controlled by the dietitian.” ? 


Patients’ Diet in Early Times 


In the early days of the hospital food was con- 


sidered as something that was only necessary in 


that it satisfied hunger. Little thought was given to 
the food service. From an annual report in 1805 
the food given to patients consisted largely of mush, 
molasses, bread, prunes, and applesauce. Meats and 
vegetables were considered “not fit” for the sick 
and ailing. 

The preparation and serving of food was overseen 
by the steward, whose duties seemed to consist of a 
large variety, including : 

“Shutting and locking all doors of the building at 
night.” 


“Assisting the nurses in keeping order and quiet 
among the patients—should they become unruly.” 


Early records show that in some institutions the 


superintendent’s wife automatically became, without. 


salary, the matron of the hospital, one of her duties 
being to look after the kitchen. 

In 1845 one superintendent was so convinced that 
food played an important part in the patient’s diet 
that the following was included in the annual report: 


Mr. “A,” a tall, husky man, whose work had been 
that of laying bricks, was reported repeatedly be- 
cause of his bad behavior. He would go into tan- 
trums, picking up anything within reach and slam 
it half way across the room. On one particular day 
he. destroyed the framework of the bed, thereupon 
the superintendent called upon him and in no uncer- 
tain terms exclaimed, “My dear sir, hear me for a 
moment.” After a lengthy discussion Mr. “A” in- 
sisted on making a bargain. He would never have 
to be reprimanded again provided he could have 
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the same food as the other patients and as much as 
he wanted. 

His diet consisting of : 

Breakfast: A bowl of gruel; one-half the common 
allowance of bread and butter. 

Mid-day: Pudding, vegetables, bread, mug of 
beer. 

Supper: Gruel, bread and butter was increased 
to include meat and all he wanted to eat. 


From that day on there was no more trouble. 


Modern Menu Considers Individual Likes 
and Dislikes 


Ideas concerning food have undergone a radical 
change when one considers that in the average gen- 
eral hospital today the menu for a private patient 
allows a considerable choice of foods, taking into 
consideration that individuals have likes and dislikes. 

Supposing you were a private patient in a hospital 
right now—today. The dietitian would call upon you 
and your food would be selected from a menu simi- 
lar to this: 


BREAKFAST 
Baked Apple Rolled Oats 
or or 
Orange Juice Cornflakes 
Broiled Bacon Eggs—any style 
Hot Rolls Buttered Toast White or Graham Bread 
Coffee Tea Postum Cocoa Milk 


DINNER 
Vegetable Soup Chicken Broth Tomato Juice 
Broiled Lobster or 
Roast Leg of Lamb with Mint Jelly 
Parisienne Potatoes or Mashed Potatoes 

Buttered Fresh Asparagus or Broiled Tomato 

Pineapple Cream or Fresh Fruit Cup 
Graham Bread Rye Bread White Bread 

Coffee Tea Postum Cocoa Milk 


SUPPER 


Cream of Mushroom Soup or Beef Broth 
Assorted Sandwiches or 
Chicken Timbales with Egg Sauce 
Duchess Potato or Baked Potato 
Avocado and Grapefruit Salad with French Dressing 
Lemon Junket—Iced Cup Cakes 
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Graham Bread Rye Bread White Bread 
Coffee Tea Postum Cocoa Milk 
Mid-morning and Mid-afternoon and Evening 
Cocoa Milk Malted Milk Fruit Punch 
Chocolate Milk Eggnog Tomato Juice 
Lemonade Orangeade Grapeade 


Buying Wisely 


When one considers that twenty-five to thirty- 
three per cent of the total budget of a hospital is 
spent by the dietitian, is it not of the utmost impor- 
tance that the money be spent wisely? “The buying 
power of an income can be stretched one-quarter 
if purchasing is done with informed judgment. This 
is comparable to a twenty-five per cent increase in 
salary.” ° More and more hospitals are finding that 
when the dietitian does the buying for her department 
and is held responsible for the entire food service, 
better food is served and the per capita for food 
is greatly reduced. If one person does the menu 
planning and buying it is possible to take advantage 
of unusual bargains. The dietitian has been critici- 
cized for poor purchasing. This may be due to the 
fact that she was not qualified, due to training or 
personal qualifications, or that there may have been 
hampering restrictions placed upon her. 


The hospital’s interest is the dietitian’s concern. 
She owes it to her superintendent to give the best 
possible food for the least cost. That necessitates 
watching the trend of the food market. When lamb 
is expensive as it is today other meats can be sub- 
stituted until the price goes down. Adequate records 
must be kept on the expenditure of food, to properly 
control food costs. 


A well balanced budget that meets nutritional 
needs would be divided as follows: * 


Meat—23 per cent of the total budget 

Eggs—5 to 10 per cent, depending on the season 
of the year 

Milk—10 to 20 per cent 

Fruits and Vegetables—25 per cent 

Starches and fats—22 to 24 per cent 


If one is not on a budget it should be a matter 
of pride to control food costs. For the general hos- 
pital of 100 to 400 beds a satisfactory per capita 
cost per person per day-for food would be from 
$.35 to $.55. Of course this cost varies with the 
type of institution, depending on the number of 
private patients, the type of service to the private 
patients, etc. 


Duties of the Dietitian 


The reputation of a hospital is based as much on 
its dietary department as on any one thing, therefore 
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the kitchen must be a model of cleanliness and 
sanitation. 


It is important to know the proper temperatures 
for cooking, storing and refrigerating, and a knowl- 
edge of nutrition and cookery, chemistry and bac- 
teriology are important. A dietitian is not a cook 
or a person who only prepares special diets. How- 
ever, no dietitian can be successful unless she knows 
how to cook and is willing in cases of necessity to 
even do some of it. A new man is hired to prepare 
vegetables and fruits or to do porter work. It should 
be the dietitian who actually shows the kitchen 
helper how to section grapefruit or shows the por- 
ter how to use a little “elbow grease” to get 
the brass shining or the corners clean. A dieti- 
tian’s work may consist of any number of things— 
purchasing, receiving, and accepting food; hiring 
and training employees; teaching student nurses, 
dietitians, and medical interns; visiting patients and 
helping them select food; supervising the work of 
the kitchens and dining rooms; planning menus; 
checking trays before they reach the patient; teach- 
ing good health and food habits to clinic patients and 
to patients before going home; giving demonstra- 
tions at doctors’ meetings and other groups; super- 
vising or serving teas, dinners, parties, or other func- 
tions of the hospital and making or securing favors 
or added decorations for trays on holiday occasions, 
thus cheering the patient ; and keeping adequate rec- 
ords whereby food costs may be controlled. 


Professional Standards for Dietitians 


With such a variety of things to do it is most 
important for the dietitian to be well trained and 
to be interested in her work. Continually the stand- 
ards of the dietitic profession are being raised. A 
dietitian owes it to herself, to her institution, and 
to her profession to help keep those standards high. 
One of the best ways of showing that interest is 
by supporting her national association—The Amer- 
ican Dietetic Association, whose policy is good train- 
ing in the past and continued training and progress 
in the future. This training consists of a college 
degree in Nutrition or Institutional Management and 
a year’s training in a hospital that has been approved 
by the American Dietetic Association. Your state 
has one such course, the New Jersey Co-operative 
Course, consisting of the Newark Beth Israel Hos- 
pital, Essex County Hospital at Cedar Grove, and 
the Hackensack Hospital. Each year six students 
are trained to enter hospital work. 


In a survey that was recently made of the state of 
New Jersey we find that there are 120 hospitals and 
related institutions over 50 beds, and 47 hospitals 
and related institutions under 50 beds. Of these hos- 
pitals in New Jersey only 42 hospitals and related 





institutions over 50 beds have adequately trained 
dietitians. Only 2 hospitals and related institutions 
under 50 beds have adequately trained dietitians. 
There are 52 hospitals with approved Training 
Schools for Nurses, only 29 of these hospitals have 
adequately trained dietitians. 

In other words: 

Sixty-five per cent of hospitals and related insti- 
tutions over 50 beds have no adequately trained 
dietitians 


Ninety-six per cent of hospitals and related insti- 
tutions under 50 beds have no adequately trained 
dietitians 

Forty-five per cent of hospitals with approved 
training schools for nurses have no trained dietitians 

Do we not need to raise our standards? 


1Dr. K. T. Redfield, “Journal American Dietetics Asso- 
ciation.” 

*Burr Blackburn, “Better Buymanship.” 

3Anna Boller, “Modern Hospital.” 


Personals 


Dr. J. D. Thomas has resigned as_ superin- 
tendent of the Clark County Sanatorium, Spring- 
field, Ohio. Dr. John Srail, Jr., has been appointed 
superintendent to succeed Dr. Thomas. 


a 


Dr. Arnold A. Karan, formerly acting superin- 
tendent of the State Sanatorium at Wallum Lake, 
Rhode Island, has been appointed assistant director 
of the Jewish Hospital of Brooklyn, New York. 


a 


Susie Pannell, R.N., succeeds Carolyn B. Sykes 
as superintendent of the Southside Community Hos- 
pital, Farmville, Virginia. Miss Sykes goes to St. 
Luke’s Hospital, Richmond, as superintendent of 
nurses. 

ne ee 

Sister M. Agnes succeeds Sister M. Lawrence as 
superintendent of St. Thomas Hospital, Akron, 
Ohio. 

a een 

Richard Bullock, a trustee of the Burbank Hos- 
pital, Fitchburg, Mass., has taken over the manage- 
ment of the hospital since the resignation of Dr. 
Edwin R. Lewis. 

iniceeiillliaaia 

Dr. Michael J. Thornton, formerly assistant gen- 
eral medical superintendent of Bellevue Hospital, 
New York City, is located now at Dr. Packer's Sani- 
tarium, Pawling, New York. 


——<-——— 


Donald S. Smith has been appointed superintend- 
ent of the Mary Hitchcock Memorial Hospital, Han- 
over, New Hampshire. Mr. Smith formerly was 
with the Minneapolis General Hospital, Minneapolis, 
Minnesota. 

‘nicihailibabiomioe 

Mrs. Beatrice P. Eisenberg has been appointed to 
succeed Sidney Perssion as superintendent of the 
West Side Hospital, Milwaukee, Wisconsin. 


W. Malcolm MacLeod has been appointed super- 
intendent of the Elizabeth General Hospital and 
Dispensary, Elizabeth, New Jersey. Mr. MacLeod 
has been associated with the Elizabeth General Hos- 
pital for five years and for the past two years has 
served as assistant superintendent. 

Mr. MacLeod fills the vacancy created by the re- 
cent resignation of James R. Mays, who was ap- 
pointed executive director of the Abington Memo- 
rial Hospital, Abington, Pennsylvania. 

ouksitalimaialiiies, 

Rev. Clinton F. Smith has accepted the appoint- 
ment as administrator of Grant Hospital, Chicago, 
effective August 1. Rev. Smith formerly held the 
position of assistant superintendent at the State 
University of Iowa Hospital, Iowa City, Iowa. 

eanetictiiliiindeins: 

John J. Galla has been appointed to succeed Angus 
P. Thorne as superintendent of the Hillside Home 
and Hospital, Bridgeport, Connecticut. 

cients 

Dr. George Reese has announced his resignation 
as superintendent of the Shamokin State Hospital, 
Shamokin, Penna. Dr. Reese will remain at the 
institution until his successor has been appointed. 

——— 

Dr. William Wesley Core, superintendent of the 
Davidson County Hospital, Nashville, Tenn., for the 
past thirty-six years, died on June 3, at his residence 
on the hospital grounds. 

sapntinhatiiaiipeannes 

Pocatello General Hospital has announced the ap- 
pointment of Mrs. Freda Consigny as superintendent 
to succeed Mrs. Minnie S. Rasmason. 

—_—_—@———— 

Hazel Hawkins Memorial Hospital, Hollister, 
California, has appointed Edith Carr to succeed 
Dorothy C. Drew as superintendent. Miss Carr for- 
merly was connected with Mercy Hospital, Merced, 
California. 

(Continued to page 128) 
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Questions and Answers 


Question: What advantage can a 150-bed hos- 
pital expect to gain from the instaHation of me- 
chanical stokers? 


Answer: There are two sources of economy 
in the use of mechanical stokers: increased combus- 
tion efficiency and the ability to use a lower priced 
coal. 


Combustion efficiency is usually expressed in the 
percentage of heat units which the fuel contains, 
which are actually transferred to the water side of 
the boiler. 


Good hand firing will generally give a combustion 
efficiency of fifty-five to sixty per cent, while me- 
chanical stoker firing will give an efficiency of sixty- 
five to seventy per cent, an increase of approximate- 
ly twelve per cent in efficiency and therefore in 
economy. 


The underfeed type of stoker is the most popular 
in plants of the size needed in hospitals of less than 
five hundred beds. With this type of stoker it is pos- 
sible to burn a much cheaper grade of coal than can 
be used in any overfeed furnace. 


When coal is fired from the top, the ash works 
to the bottom and if the composition of the ash is 
such as to have a low melting point, the heat of the 
fire fuses the ash into clinkers on the grates. Clean- 
ing these clinkers out is expensive in wasted fuel. 


With the underfeed type of stoker, the raw coal 
enters at the bottom and the highest temperature is 
near the top of the fuel bed. It is therefore at this 
point that the ash is fused into clinkers, and as the 
movement of the fuel bed is upward the clinker ul- 
timately arrives at the top and can be raked out with 
a minimum disturbance of the fuel bed. For this 
reason an underfeed stoker can utilize a coal of so 
low an ash fusion point as to be entirely out of the 
question for overfeed firing. 


The depth of the fire bed and the lack of grates 
at the feed area permits the use of so-called “slack” 
or other finer sizes of coal that cannot be used for 


hand firing. 


Altogether an underfeed stoker is able to use a coal 
costing $1.50 to $2.00 less than the coal required for 
an overfeed furnace. 


Likewise the combustion beginning at the bottom, 
the gases passing up through the hotter upper layers 
are more perfectly consumed and smoke nuisance is 
eliminated. 


Design and condition of the boiler setting, size of 
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combustion chamber, etc., all enter into the question, 
but under average conditions a mechanical stoker 
should pay for its cost of installation in somewhat 
less than three years. 


Additional advantages are the application of auto- 
matic control devices which regulate the coal feed at 
such a rate as to maintain any desired steam pres- 
sure and thus give the fireman more opportunity to do 
repair or other incidental work, freedom from smoke 
and fly ash, and simplification of the ash handling 
problem. 


Question: To what extent is acoustical treat- 
ment desirable in a small modern hospital? 


Answer: Noise in the hospital arises from two 
sources: inside—transmitted through walls, doors, 
transoms and even the structural members, or ven- 
tilating ducts; and outside, ordinarily transmitted 
through the windows, particularly in the warm sea- 
son when more windows are open. 


The first step in the control of noise arising from 
within the hospital is the “noise clinic.” This is a 
careful study together with conferences with execu- 
tive personnel as to the individual sources from which 
the noises arise. The conferences have a double ef- 
fect in not only locating the noise producing activi- 
ties, but in making the personnel “noise conscious” 
and this in itself will often go far in reducing the 
noises at their sources. 


The more general noises are from power and laun- 
dry plant, general kitchen and dishwashing room and 
from elevators. . If power plant and laundry are lo- 
cated within the main building, the noises may be 
transmitted either through the air or by structural 
members. The best remedy for such noises is the 
use of cushioned foundations for the noise-produc- 
ing machines, thus damping the sound at its source. 


Elevator noises are usually from two sources— 
the penthouse machinery and the door mechanism or 
slamming. Noise from the penthouse machinery 
may be controlled by cushioning the foundation, as 
in other machinery, or by actually isolating from the 
structure of the building by the use of spring sus- 
pended load members. Door noises may be damped 
by use of fiber rollers and track members and by the 
use of rubber bumpers. Another method applicable 
to new construction is to place the elevator entrance 
on a sub-corridor or provide a small entrance lobby. 


The noises produced more locally are usually more 
easily controlled. These arise usually from service 
rooms and floor kitchens, but in case of terrazzo or 





similar hard surfaced corridor floors, the ordinary 
traffic, particularly during visiting hours, may be 
disturbing. (It is assumed that hospital personnel 
are required to wear rubber heels.) In the case of 
these locally produced noises, the “noise clinic” may 
prove sufficient. 

The use of rubber plated utensil racks, rubber 
tired and bumpered wheel equipment and even the 
change from floor to central dishwashing are other 
remedies which may be suggested. 


Noises arising outside the hospital are not gen- 
erally amenable to much prevention, though police 
establishment—and enforcement—of “quiet zones” 
does have some effect. 

When all practicable prevention measures fail, 
treatment control methods are next in order. Since 
sound waves reflect from hard surfaces in much the 
same way that light waves reflect from smooth sur- 
faces, a degree of noise reduction can be secured by 
wall and ceiling treatment comparable to that which 
could be effected in the lighting by changing the wall 
and ceiling color from black to white. 

In considering treatment, control at the source 
should first be attempted. Acoustical treatment of 
ceilings of service rooms, diet kitchens, delivery 
rooms, etc., as shown to be needed by the “noise 
clinic” will in most cases prove efficacious. Corridor 
ceilings will not usually need treatment, unless the 
floors are of terrazzo or similar non-resilient 
material. 


In determining the extent to which acoustical 
treatment should be installed, it should be remem- 
bered that silence may itself become oppressive. It 
is quite generally agreed that reduction below 45 to 


40 decibels is unnecessary. Treatment of the 
sources from which the noises arise within the hos- 
pital will usually accomplish this reduction. It is 
only in the most unusual locations, such as on heavy 
traffic streets, railroads, etc., that treatment of the 
individual rooms becomes necessary or even desir- 
able—and then usually in only the more exposed 
locations. 

Porous plasters have been developed which are 
quite satisfactory for use on new construction ; but 
for treatment of already existing walls and ceilings, 
use of the perforated types of acoustical materials 
is most satisfactory. The tiles themselves are made 
of various materials, each of which has its good qual- 
ities. But the sound absorbing effectiveness depends 
upon the depth, diameter, and number per square 
foot of the perforations. Tiles are made in thick- 
nesses of from 1% inch to 1% inch. The thicker the 
tile the deeper the perforation and therefore the 
more effective. Also the thicker the tile the more 
expensive. It is seldom necessary to use tiles more 
than 34 inch in thickness, as this thickness applied 


to the ceiling will usually give all the sound reduc- 
tion needed. These tiles are both washable and paint- 
able and thus do not materially interfere with clean- 
liness or decoration. 

The question of wall transmission of sound is 
largely a question of the rigidity of the wall and any 
effort to correct it is likely to be too expensive to be 


practicable. 
ccitncsinissiellg joratannciatany 


Question: Can you give me any information 
regarding the mixture used to fill ice caps in 
place of cracked ice? 


Answer: This method of using these mixtures 
is described in Morrill’s “Hospital Manual of Opera- 
tion” as follows: 

Fill an ordinary hot water bottle with a ten per 
cent solution of glycerine in water, and place in 
the ice compartment of an electric refrigerator; it 
will freeze to “mush” ice and provide a more com- 
fortable and convenient ice bag. 

Alcohol, ten per cent, Freezone, or any of the 
commonly used compounds for protection of auto- 
mobile radiators may be used in place of the glyc- 
erine solution. 

Due to the mushy consistency of the mixture, the 
bag conforms to the shape of the body. 

It should be realized that this mixture freezes at 
a much lower temperature, about ten degrees F., 
and therefore precautions should be ‘used about 
placing it in contact with the patient’s skin, or it 
may actually freeze the skin. The simplest method 
is to insulate the bag from the body by placing 
three or four layers of paper betwen the bag and 
the skin, and watching the result carefully until 
exactly the right amount of insulation to be used is 
determined accurately. 

Also each bag should be wrapped in paraftined 
paper before placing in the refrigerator, to prevent 
it from freezing to the tray or other objects with 
which it comes in contact. 

Hospitals which have used this method find that 
the time required to freeze the mixture and the time 
required for it to melt are about equal. It is thus 
necessary to provide two bags of mixture to pro- 
vide continuous application, but the reduction of 
wasted ice, the labor of crushing and filling, and the 
general “messiness” of handling ice bags is believed 


to justify this added supply. 
—_——@—_———_ 
Do the current magazines and hospital and nurs- 


ing journals disappear from your hospital library 
or become ragged and uninviting? Invest in covers, 
similar to those used in clubs and on trains, with the 
name of the hospital and the periodical on the cover. 
The covers not only serve as a reminder that the 
magazines are hospital property but prevent them 
from becoming “dog’s-eared.” 
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Legal Decisions of Interest to Hospitals 


I. THIS ISSUE, HOSPITALS presents the 
first of a series of notes upon the court decisions in 
the several states, which affect hospitals, or where 
the hospital was a party to the litigation. The series 
will begin with Alabama. 


Because of the fact that litigation involving hos- 
pitals centers overwhelmingly upon actions founded 
upon negligence, it is proposed to deal primarily with 
decisions of that class. Comments are to be made 
upon such incidental legal problems as are developed 
by the opinions rendered. 


The earliest case involving a hospital is that of 
White v. Alabama Insane Hospital, 138 Ala. 479, 
(1903). The action was one for personal injuries 
sustained by the plaintiff in an accident in coal mines 
operated upon the premises of the defendant hospi- 
tal for the purpose of furnishing it with fuel. The 
right of the injured man to recover was contested 
upon the ground that the defendant was a state insti- 
tution, having been established solely to exercise a 
public charitable function. The defendant also 
showed that it was supported by direct appropria- 
tions of the legislature. The lower court held in 
favor of the defendant, that judgment being affirmed 
upon an appeal to the Supreme Court. 


The Supreme Court decided that the statute under 
which the institution had been created showed clearly 
that it was an agency of the state, created for the pur- 
pose of caring for its insane citizens, a purely public 
governmental function. Now, the statute which 
created the hospital authorized, in general terms, that 
it might be sued. Thus, the question was presented 
whether such general authorization was sufficient to 
include an action of the kind under consideration. 
It was held that this grant of the right to sue did not 
apply to the action brought by plaintiff, and that he 
could not maintain his suit. 


The significance of this decision lies with its ex- 
tension of protection to a state hospital, based upon 
a generally accepted rule which prohibits the main- 
tenance of suits against a state agency upon the 
theory that the suit is directly against the state, and 
that the state may not be sued without its consent. 


In the year 1915 there came before the Supreme 
Court of Alabama the question whether a private 
charitable hospital could be held liable for the 
tortious acts of its employees. The case of Tucker 
v. Mobile Infirmary Association, 191 Ala. 572, 68 
So. 4, (1915), may be characterized as the most 


important of all decisions rendered by the Alabama 
Court insofar as hospital law is concerned; for, in 
this decision the court held that a private charitable 
hospital was liable for its negligence resulting in 
injury to a pay patient. It is to Be noted that the 
Supreme Court apparently has not decided whether 
such a hospital is liable to a non-paying patient, or 
a charity case. 


A particularly exhaustive inquiry was made by 
the court as to the grounds of exemption of private 
charitable hospitals from the consequences of their 
negligent acts. All of these grounds were rejected, 
the plaintiff being allowed a recovery for injuries 
suffered by reason of scalding. 


This case is of great importance not only in Ala- 
bama, but in other jurisdictions in which its influence 
has been felt. It clearly places this state among the 
minority which favor liability of charitable hospitals 
for their negligent acts. 


Robinson v. Crotwell, 175 Ala. 194, 57 So. 23, 
(1911), was an action for malpractice. The de- 
fendant owned a hospital. Plaintiff sought to im- 
pose liability upon the hospital for the alleged 
negligent acts of the individual defendant. The lat- 
ter had assisted at an operation upon the plaintiff, 
having administered the anaesthetic. Plaintiff at- 
tempted to base negligence upon the fact that de- 
fendant had advised abandonment of the operation 
because of plaintiff's low vitality. 


The court decided that the operating surgeon alone 
was responsible for any neglect of duty with which 
he might be charged, and that the defendant owner 
of the hospital could not be held liable for failure 
to furnish an adequately equipped place in which to 
perform the operation. Thus, responsibility for suf- 
ficient equipment was placed upon the operating 
surgeon. 


Under the doctrine of this case, if a surgeon elects 
to operate in a given hospital, and is negligent in 
performing the operation, his negligence cannot be 
relied upon to similarly impose liability upon the 
hospital, for the surgeon performing the operation 
is regarded as an independent actor whose lack of 
skill cannot be charged to the hospital. 


A similar question was presented in Barfield v. 
South Highland Infirmary, et al., 191 Ala. 553, 
68 So. 30, (1915), which was a suit for malpractice 
in the treatment of a fracture. The surgeon involved 
was a shareholder and an officer of the defendant in- 


August, 1936 93 





stitution. By reason of such connection that plaintiff 
sought to impose liability upon the infirmary. 


It was decided that the surgeon, in treating the 
plaintiff, had acted independently, not as an agent 
of the infirmary. It would follow, then, that any 
negligence on the part of the surgeon could not be 
charged to the institution. 


In Birmingham Infirmary v. Coe, 206 Ala. 687, 
91 So. 604, (1921), plaintiff Coe recovered a 
judgment against the infirmary, which was affirmed. 
The injury for which plaintiff sued was a burn caused 
by placing a hot water bottle upon his body. The 
court held that the mere placing of a hot water bot- 
tle in plaintiff’s bed was not of itself a negligent act, 
but that negligence consisted in failing to cover the 
hot water bottle, or to otherwise guard the patient 
from possible burns. 


The litigation resulting in the decision of Gads- 
den General Hospital v. Bishop, 209 Ala. 272, 96 
So. 145, (1923), arose because of the fatal contrac- 
tion of smallpox by the husband of plaintiff. It ap- 
peared that the husband had been operated upon in 
defendant hospital, and that some eight days later 
he began to suffer from a fever which was diagnosed 
as smallpox. 


The plaintiff obtained a verdict and judgment in 
the lower court, which were attacked by a motion 
for a new trial. This motion was denied. The Su- 
preme Court, after reviewing the record, was of the 
opinion that the motion should have been allowed. 


The evidence presented on behalf of plaintiff 
lacked enough probative force to sustain the finding 
that there were other cases of smallpox in defendant 
hospital while the deceased was a patient there. It 
necessarily followed that there being no evidence 
upon which to base a verdict, defendant’s motion for 
a new trial should have been granted. 


Courts generally require more careful proof in 
those cases involving liability for infection by con- 
tagion; i.e., the plaintiff must present facts from 
which the jury can reasonably infer that the infec- 
tion was the proximate result of contact, direct or 
indirect, with an infected case in the hospital. On 
the part of the hospital it is necessary to show that 
every reasonable precaution was taken to isolate the 
infected patient ; i.e., that it employed that technique 
generally practiced by hospitals of the community 
under similar circumstances. 


The familiar hot water bottle was productive of 
the litigation resulting in the decision of Nor- 
wood Hospital v. Jones, 214 Ala. 314, 107 So. 
858, (1926). Here, the infant son of the plaintiff 
had been burned by a hot water bottle some few 
hours after his birth. 


Plaintiff recovered in the lower court. However, 
the Supreme Court reversed and remanded the case 
for a new trial on the ground that the lower court 
had erred in admitting testimony as to future in- 
capacity of the child, with supporting testimony of 
a doctor that the burns would probably affect the 
child’s life and physical well-being. It was also held 
to be error to admit in evidence a letter from the 
hospital to the mother of the injured child: “We are 
inclosing a statement This amount would 
have been due if the child had not been burned.” 
This letter was held to be inadmissible on the issue 
of the hospital’s liability, for it did not tend to prove 
negligence. 


Again we find the court searching the record care- 
fully for possible error in the admission or rejection 
of testimony that might be prejudicial to the interests 
of the defendant. 


The contraction of lockjaw by contagion resulted 
in litigation culminating with the decision of 
Woodlawn Infirmary, Inc., et al., v. Byers, . 
Ala. ..., 112 So. 831, (1927), wherein the Supreme 
Court reversed a judgment for the plaintiff and re- 
manded the case for a new trial. 


Plaintiff sued for damages based upon the alleged 
negligence of defendant, resulting in the death from 
lockjaw of his minor daughter. In this suit the 
plaintiff joined as a defendant the doctor who had 
treated his daughter. 


An important question decided by the court was 
whether the doctrine of res ipsa loquitur was ap- 
plicable to the case. In other words, whether the 
plaintiff could succeed merely by showing that an 
operation had been performed and that an unsuccess- 
ful result had attended the treatment of the patient 
by the physician. The court held that this was not 
a situation which would admit of application of the 
doctrine. 


However, the evidence offered by plaintiff tended 
to show concurrent negligence on the part of both 
the attending physician and the infirmary with re- 
spect to cleanliness (improper sterilization of instru- 
ments, insufficient heating of the patient’s room, im- 
proper antiseptic post-operative technique, and lack 
of anti-tetanus serum with which to treat the case). 
Upon the last point, lack of serum, the court held 
that the statement of a doctor who had assisted in the 
operation, and who had cared for the patient during 
the absence of her own doctor, as to lack of serum 
in the infirmary, was properly admitted into evidence. 
It was also held to have been proper to admit evi- 
dence showing that at the same infimary another 
patient had died of tetanus a few days preceding the 
death of the daughter. 
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However, the court found error in permitting 
plaintiff to show from the cards of the health de- 
partment of Birmingham, and by the testimony of 
the statistical clerk of that department, that in the 
City of Birmingham during ten months of the year 
in which plaintiff’s daughter had died, there were 
only three deaths from tetanus among the white 
population, and that two of these were in the de- 
fendant infirmary. The court so held upon the 
ground that it involved an inquiry collateral to the 
issues of the case. 


The question of liability was again presented in 
Birmingham Baptist Hospital v. Branton, 
Ala. ..., 113 So. 79, (1927). Here, the facts out 
of which the litigation arose were rather unusual. 
The plaintiff, a pay patient, sued for damages for 
injuries caused by refusal of one of the nurses em- 
ployed by defendant, to call a physician at the re- 
quest of the plaintiff, to care for her during the 
delivery of her child. The evidence was undisputed 
that the plaintiff, being apprehensive of the impend- 
ing birth, had asked the nurse to call a physician, and 
that the physician had not arrived until after the 
child had been born. A judgment for plaintiff was 
affirmed by the Supreme Court. 


The hospital contended that, in order for plain- 
tiff to recover she must have alleged and proved 
that the defendant had been guilty of negligence in 
selecting the nurse. This contention was answered 
by the court’s holding that it required no professional 
skill or knowledge to enable a nurse to carry out this 
request of the plaintiff, and that under the facts of 
the case, it was a question for the jury to say whether 
the nurse was guilty of negligence, and whether such 
negligence was the direct cause of depriving the 
plaintiff of proper surgical care at the delivery of 
her child. 


The same facts noticed were productive of further 
litigation by reason of the death of plaintiff’s child 
from strangulation. In Birmingham Baptist Hos- 
pital v. Branton, ... Ala. ..., 118 So. 741, (....), 
the evidence was in conflict as to whether the child 
had been born dead, or, having been born alive, 
whether it was strangled by the umbilical cord as a 
result of lack of medical attendance at delivery, 
caused by failure of defendant’s nurse to call the 
physician when requested to do so by plaintiff. There 
being such a conflict, the court held that it was a 
question for the jury as to whether the child died 
from lack of proper medical attention, by reason of 
defendant’s negligence. 


There was evidence that the nurse had not only 
failed to call a physician for plaintiff, but that she 
had also failed to remain with plaintiff when re- 
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quested to do so. The court held that because of 
such refusal, amounting to negligence, the hospital 
could not be relieved of liability, and that the fact 
that the child had died during delivery could not 
excuse the hospital. 


With respect to the duty of the hospital to a 
patient the court again laid down the proposition that 
the hospital must use the care, skill, and diligence 
used generally by hospitals of the community. 


Burns from a hot water bottle resulted in the 
litigation decided by Norwood Hospital v. Brown, 
219 Ala. 445, 122 So. 411, (1929). Here the plain- 
tiff recovered a judgment in the lower court which 
was affirmed by the Supreme Court. 


There was conflicting evidence presented as to 
whether the burns resulted from the negligence of 
a special nurse, or from the negligence of a nurse in 
the employ of the hospital. Upon this point the 
court took the view that the evidence tended to show 
that the plaintiff's arm had been burned by hot water 
bottles applied by nurses regularly employed by the 
hospital, both before and after the special nurses 
had served on the plaintiff’s case. Such holding was 
in answer to a contention of the defendant that the 
injury had been caused by a special nurse, or “inde- 
pendent contractor.” 


The test to be applied in determining whether a 
person is an independent contractor or an employee 
is: ‘Does the person have control of the means and 
manner of performing his duties?” If this be an- 
swered in the affirmative, then it follows that the 
person in question is an independent contractor. 
Obviously, a nurse in the regular employ of a hos- 
pital is subject to the direction and control of the 
hospital, while on duty, both as to the means and 
method of performing her work, and so could not 
be regarded as carrying out the functions of an in- 
dependent calling. 


In Elder v. Ralls Sanitarium, Inc., et al., 219, 
Ala. 298, 122 So. 41, (1929), judgment was for 
the defendants, which judgment was affirmed. Plain- 
tiff’s case was that he had been injured while being 
moved from his bed into a wheel-chair, allegedly re- 
sulting in the loss of his leg by amputation. Plain- 
tiff was being treated for fractures. One of the frac- 
tures had not responded to treatment, requiring 
bracing by plates and screws affixed to the bone. In 
support of his case plaintiff offered evidence tend- 
ing to show that he was dropped into the chair, re- 
sulting in a loosening of the metal plates supporting 
the fracture, and ultimately requiring an amputation 
of the leg. 


The court was of the opinion that the plaintiff had 
not presented sufficient evidence of negligence, and 
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that the judgment for defendant had been properly 
rendered. 


Alabama Baptist Hospital Board v. Carter, ..., 
Ala. ..., 145 So. 443, (1933). A married lady 
had come to the defendant hospital to visit-her hus- 
band, a patient. In leaving the hospital she suffered 
a fall on steps maintained by the defendant hospital, 
resulting in personal injuries. The basis of her 
case was that the steps had not been uniformly 
lighted, causing her to stumble. Plaintiff sued the 
hospital and obtained a judgment. Upon appeal the 
case was reversed and remanded for another trial. 


The status of the plaintiff while upon the premises 
of defendant was that of invitee. This status in the 
law requires that the owner of the premises exercise 
such care as not to wilfully nor wantonly injure the 
invitee, nor to negligently injure her if it should be 
found that she was in danger of injury. So much 
for the nature of the hospital’s duty. 


The court examined the complaint of plaintiff and 
found it to be defective in failing to allege that the 
insufficient lighting was a result of the negligence of 
servants of the hospital. The conclusion arrived at 
was that the hospital was under no duty to an invitee 
to light each step with a uniform amount of light. 


This case also stands for the proposition that as 


to strangers, (third persons not under the care of 
the hospital, nor employed by it), the hospital is 
liable for its negligent acts just as an ordinary busi- 
ness corporation is liable. 


Reversal of the judgment in the above case re- 
sulted in another trial and also in another appeal, 
Carter v. Alabama Baptist Hospital Board, 227 
Ala. 560, 151 So. 62, (1933). This time the plain- 
tiff was non-suited in the lower court and took an 
appeal, the Supreme Court affirming the judgment 
of non-suit. 


In her complaint on the second trial the plaintiff 
alleged that the stairway in defendant's hospital was 
in a dangerous condition because it was not suffi- 
ciently lighted to show the first step above a landing. 


The court was of the opinion that the complaint 
was insufficient because it failed to disclose a condi- 
tion of the stairway which would be dangerous to a 
person who was exercising ordinary care for her 
own safety. Thus, the defense of contributory 
negligence precluded a trial the second time upon the 
issue of defendant's negligence. 


The question whether a hospital owes a duty to 
accept any or all patients who apply to it for care 
and treatment was raised in Birmingham Baptist 
Hospital v. Crews, ... Ala. ..., 157 So. 224, 


(1934). The following circumstances surrounded 
the litigation: Plaintiff had brought his infant daugh- 
ter to the hospital for emergency treatment. The 
condition was diagnosed as diphtheria, and treatment 
designed to check the progress of the disease was 
rendered at once, consisting of oxygen and serum. 
After the treatment was completed the father was 
informed that the child could not remain in the hos- 
pital, and that he should remove her to some hos- 
pital that could care for such cases. His own physi- 
cian was called, and was told to await arrival of the 
patient at the father’s home. The child was removed 
to its home and died some few minutes after arriv- 
ing there. 


Suit was instituted by the father upon the theory 
that the child’s death had been caused by failure of 
the hospital to render such after-treatment as was 
necessary to reduce the condition diagnosed as 
diphtheria. 


It was shown by the defendant that its rules pro- 
hibited admission of any contagious case if it had 
been diagnosed as such before admittance. The 
court held that the hospital owed no duty to the father 
to admit the child since it might have made itself 
liable to other patients under the holding of 
Gadsden General Hospital v. Bishop, 209 Ala. 
272, 96 So. 145, supra. Under its view of the 
evidence the court was of the opinion that the facts 
could not justify a finding that the hospital under- 
took to render any service other than that which 
would have been reasonably required by the emer- 
gency treatment which had been rendered, and that 
the treatment being emergent in character, the in- 
ference could not follow that the hospital had under- 
taken to do more than was immediately necessary. 


Such decision brings us to the question of what 
the plaintiff must have proved in order to recover 
damages from the hospital. To have obtained a 
judgment, the plaintiff must have shown that the 
hospital was required to render services by reason 
of having undertaken (agreed) to provide them, or 
by reason of rendition of emergency treatment with- 
out undeftaking to provide complete service, know- 
ing that such treatment was likely to create and did 
create a condition which was extremely dangerous 
unless further service should be rendered to reduce 
the danger which the hospital had thus voluntarily 
created. The plaintiff must then go further and 
show that death was accelerated because of failure 
of the hospital to render such after-treatment as 
would be necessary to control the condition it had 
voluntarily created by reason of having rendered 
emergency treatment. 


Recent Decisions 
Mater et al. v. Silver Cross Hospital, ... IIl. 
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..., 2. N.E.(2) 138 May, 1936, in the Appellate 
Court of Illinois. This was a suit by Mrs. ...... 

, administratrix of the estate of her deceased 
son, for damages for the death of her son from 
erysipelas. A verdict was directed in favor of the 
defendant in the trial court, and judgment entered 
upon the verdict. The action of the trial court was 
affirmed upon this appeal. 

The defendant hospital is a non-profit, charitable 
corporation. The plaintiff was confined in this hos- 
pital, and gave birth to the infant son for whose 
death she sued. Mother and child remained in the 
hospital for some ten days, during which time a cir- 
cumcision was performed upon the child. After 
the mother and child were removed to the mother’s 
home, the child developed erysipelas, from which it 
died. 

The first count of plaintiff's complaint set out a 
cause of action for wrongful death by reason of de- 
fendant’s negligence in caring for the child. This 
count was stricken on the ground that it did not state 
a cause of action (defendant is a charitable corpora- 
tion, and under Illinois law, is exempt from the con- 
sequences of the negligent acts of its employees). 
The second count of the complaint was based upon 
the contractual relation between plaintiff and de- 


fendant; i.e., that defendant had, for a monetary 
consideration, undertaken to do certain things which 
it failed to do, thus damaging the plaintiff. 


With respect to the second count, the court held 
that there was not sufficient evidence presented on 
plaintiff's behalf to take the case to the jury, because 
it was not shown that there were other cases of 
erysipelas in the hospital at the time when the child 
was there, how long it takes for erysipelas to develop, 
or how, or when the child became infected. 


It is settled law in Illinois that charitable corpora- 
tions are exempt from liability for the negligent acts 
of their agents or employees. However, this case 
would suggest possible liability for negligently carry- 
ing out the terms of a contract between the patient 
and the hospital; i.e., the hospital agrees for a cer- 
tain sum to render professional services to the 
patient, and if it fails to carry out the terms of its 
side of the bargain, then it must answer in damages 
to the patient. Thus, had there been evidence pre- 
sented in support of the second count which would 
have shown conclusively that the child contracted 
erysipelas in the defendant’s hospital because of the 
negligence of defendant in caring for the child, there 
might have been recovery allowed to the plaintiff. 








Largest Super-X-Ray Machine Now 
Under Construction 


The largest super-x-ray machine in the world is 
now under construction, and will be installed in the 
Miller Hospital, St. Paul, Minnesota. It will cost 
$75,000, and when complete will be thirty-five feet 
high, twenty-four feet wide, and thirty-three feet 
long. It will be a 1,200,000 volt machine. Four 
patients can be treated at one time. The tube will 
be twenty-seven feet long, and its target or x-ray 
producing electrode will be of gold, five inches in 
diameter, and one-sixteenth of an inch thick. The 
tube itself is of indestructible porcelain and metal. 
Three feet of concrete will separate the tube from 
the operator, to protect him from radiation. 


FOnE aren 
The Cost of Radium 


A few years ago when Colorado was the chief pro- 
ducer of radium, the standard price of the element 
was in the neighborhood of $100,000 per gram. 
Later large deposits of ore were discovered in the 
Belgian Congo, and the price fell to $60,000, and 
later to $40,000 per gram. 
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In the past two years, through the construction of 
super-x-ray machines of large voltage, radiation has 
been made available in enormous quantities, and the 
price of radium is constantly falling. The cyclotron 
at the University of California is capable of pro- 
ducing radiation that would require one hundred 
kilograms of radium to equal, which at the present 
nominal price of $40,000 per gram would cost 
$4,000,000,000; while the super-x-ray being built 
for the Miller Hospital will produce radiation that 
would equal $100,000,000 worth of radium. All this 
contributes to a constantly lower price of radium 
which may soon be purchased at $15,000 per gram.-— 
Science News Letter. 

sects ile 
A Superintendent Honored 


The new building for contagious diseases at Bel- 
mont Hospital, Worcester, Massachusetts, has been 
informally dedicated and will be named May Salona 
Holmes Ward, in honor of Belmont’s superintend- 
ent, Dr. Holmes. : 

The building will cost $300,000 and is one of the 
best arranged hospitals for the care of communica- 
ble diseases in the East. 








a REVIEWING RECORD SYSTEMS in the various 
hospitals and clinics, the fundamental difference 
seems to lie in what is used as the unit of the system. 
In hospitals, perhaps the most commonly used unit 
is that of each hospital admission. The record is 
started when the patient is admitted and closed when 
he leaves. If he is re-admitted, another record is 
started. Usually each admission is given a number, 
by the use of which the case is indexed and the 
record filed. In one hospital, the patient’s expe- 
rience in a single clinical department is used as the 
unit. Under this system the patient may be admitted 
to one department, such as medicine, and a record 
started. He is transferred to another department, 
such as surgery, the medical record is closed and a 
new one started for surgery. The records are filed 
by disease under the department involved. In out- 
patient departments, the most common practice 
seems to be to have a single record for each indi- 
vidual and his record in the various clinics recorded 
chronologically. In hospitals having both hospital 
and out-patient department facilities, it is a common 
practice to summarize previous contacts with patient 
on the current record. 


There are many other methods used. Some of 
them are merely slight modifications of one or more 
of the above principles. 


Recently the trend in records seems to be toward 
the so-called unit system. By this is meant that the 
history of the individual patient is the unit; that the 
record is a continuous one, whether the contact be 
in the out-patient department or the hospital proper 
and regardless of the number of re-admissions and 
transfers. Good reasons exist, from the clinical sta- 
tistical and administrative viewpoints, to have easily 
available all the records of the institution’s expe- 
rience with the individual. 


From the clinical viewpoint, the physician has be- 
fore him the history, physical and laboratory find- 
ings, and the progress notes of previous admissions. 
If an operation was performed, he has the descrip- 
tion of the operation and the pathologist’s report. 
Surely the original hospital record is the best source 
for such information. Of particular value is this 
record when the patient is transferred from out- 
patient department clinics to hospital services. Much 
time and unnecessary duplication of expensive pro- 
cedures are saved when the out-patient department 
record is brought with the patient to the floor of the 
hospital. 





Unit Records 





From the statistical point of view, tabulations 
made, using the individual’s number rather than the 
hospital admission number, affords the most prac- 
tical method. This is especially true in determining 
relationship of one diseased condition with another, 
as well as determining the incidence of the disease 
entity arising as a sequel to another disease entity. 


It is not my purpose to describe the details of the 
unit record system. Many of these must be worked 
out in each individual institution. I should like to 
point out a few of the cardinal points of the unit 
system. 


The Identity Record 


At the time of the first contact with the patient, 
registration is made, upon a suitable form is re- 
corded the patient’s name, address, and information 
of absolute identity. This form may or may not 
form the basis of the actual face sheet for hospital 
admissions. In our hospital it does not, but it is used 
to carry the date of the various admissions and dis- 
charges, thus serving as a master summary sheet: 


The Patient's Hospital Number 


At the first contact the patient is assigned a num- 
ber. This number appears on all sheets making up 
his record. An index card is made out bearing 
the patient’s name and number, address, and most 
pertinent facts for identity. On the back of this 
card space is provided for the date of each admis- 
sion, the date of discharge, and the name of the 
service from which he was discharged. The card is 
filed in a convenient filing cabinet. 


There is also an index by number. The number 
appears serially, and opposite each number is the 
name of the person to whom it is assigned. In our 
hospital we make use of this index for statistical 
purposes by listing characteristics of each person. 
We thus draw interesting and useful facts of the 


individuals served. 
‘ 


A face sheet for the hospital or out-patient de- 
partment admission is made out. This sheet contains 
information relative to the conditions surrounding 
this admission, information such as who brought 
the patient, the ‘hour of his coming to the institu- 
tion, provisional diagnosis and the service to which 
he is assigned. The clinical record from this point 
does not differ from the usual hospital or out-patient 
department record. When the patient is discharged 
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the clinician records on the summary form, which 
is a part of the face sheet, the final diagnosis, list 
of operations performed, and states other condi- 
tions surrounding discharge. The record is then 
indexed by disease, by operations, by clinician and 
then filed under the unit number. 


Multiple Admissions 


It will be noted that for the first admission the 
unit system differs from the commonly used system 
only in the fact that on the registration sheet and 
index card is provision for dates of admission and 
discharge for several admissions, and that the num- 
ber is a serial number of individuals served rather 
than admissions to the department. It is when the 
patient is re-admitted to the hospital or transferred 
to the out-patient department from the hospital, or 
vice versa, that the system becomes of specific value. 
Such re-admissions or transfers are made by mak- 
ing out a new admission sheet which contains merely 
information of the conditions surrounding that ad- 
mission or transfer. Such admission sheet is at- 
tached to the old clinical record. The clinical expe- 
riences are regarded merely as additions to the pre- 
vious record. Thus the single record is a continuous 
story. Indexing of the second record is made from 
the summary information relative to the second 
experience. 


The hospital record really starts in the admitting 
room where the face sheet is made out, clothes and 
valuables listed, and there are sometimes other pa- 
pers relative to admission, such as police orders, 
letters of transmittal from outside physicians. 


The Administrative Block 


It is our practice to build the clinical record up 
and down from this group of sheets. We call them 
the administrative block. Below these sheets is the 
doctor’s record and these are built chronologically. 
Thus there is only one place for the doctor to write 
and that is the last sheet of the record. Above the 
administrative block is the nurse’s record. She builds 
them up in reverse chronological order. Thus, always 
the top sheet of the record is the current tempera- 
ture sheet. The special forms, such as laboratory, 
X-ray, operation reports, etc., are filed in stated order 
either above or below the administrative block, de- 
pending upon whether they are primarily doctor’s 
or nurses’ records. All doctors’ records appear in 
chronological order and all nurses’ records appear 
in reverse chronological order. The two are separated 
by the administrative block. When the patient is 
discharged the administrative block is withdrawn in 


August, 1936 


toto and placed above the nurse’s record. The chart 
is now ready for indexing and filing. The registra- 
tion record is the first sheet. 


When the patient returns for re-admission to the 
hospital, the entire administrative block is reinstated 
between the nurse’s and the doctor’s sections with- 
out disturbing the order of the clinical record. Each 
section of the chart is then built up independently. 
The exact order of records used is not important. 
It is important, however, that some order be agreed 
upon. The following is the order we use: 


Electrocardiogram 
X-ray Sheets 
Operative Report 


Social History 

Ambulance Report 
Application for Admission 
All correspondence Microscopic Report 
Hospital Face Sheet 
Discharge Slip 
Clothes List 
Temperature Chart 
Bedside Notes 


Laboratory Sheets 


Consultation 

All Dispensary Charts 
History Sheets 
Postmortem Notes 
Microscopic Sheet 


The Unit Record System in the 
Voluntary Hospital 


Some of you are no doubt thinking something 
like this: Such a system may have great advan- 
tages in a public institution, one in which there is 
an out-patient department and a closed visiting staff, 
but could hardly be satisfactory in a voluntary hos- 
pital and particularly one without an out-patient 
departments and one in which patients may return 
under the care of a different staff man. This is no 
doubt true as regards details, but I believe that the 
principle of the unit record system can be used with 
profit in a voluntary hospital. As I said earlier in 
this paper, the chief advantages of the system lie in 
the ability to bring together all of the information 
relative to a patient for clinical, statistical and ad- 
ministrative purposes. No short cut will bring all 
of the advantages of the system. However, if the 
registration record is made out at the time of the 
first admission and the unit number is assigned and 
indexed, the patient may then be admitted in the 
usual manner. He may or may not be assigned a 
hospital admission number. At the time of his re- 
admission a new record may or may not be started, 
but it should bear a unit number as well as a hos- 
pital admission number. All histories will be filed 
under the unit number. All indexing will be done 
by unit number. All administrative information will 
be filed under the unit number. Thus, for clinical 
purposes, all of the patient’s record will be found 
together. Statistically all indexing is done on the 
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basis of the individual. Administratively, all facts 
relative to the patient are found together. The chief 
thing lost is the direct continuity of the clinical 
record. The registration will show a summary con- 
sisting of at least the dates of admission and dis- 
charge, the name of the clinician, and the diagnosis. 
If the institution has an out-patient department, the 
out-patient department record should be made out 
and filed under the unit record. 


Conclusion 


There are distinct advantages from the clinical, 
statistical and administrative points of view in 
having all of the institution’s experience with 
the patient in a single record. 

The so-called unit record system seems best to 
fulfill these requirements. 


The essentials of the unit system are: 

a. Assignment of a unit number for each 
patient 
Information of absolute identity 


Index by name and by number, the master 
guide sheet showing dates of the various 
admissions and discharges 

d. Tabulation by unit number 


If full clinical record is by the unit system, a 
fixed order of records should be adopted. 


Application of the principles of the unit record 
may be used in voluntary hospitals by using the 
unit number for filing, tabulating and adminis- 
trative purposes, but if necessary an independ- 
ent hospital record may be made of each ad- 
mission. 








A Properly Constructed Film Storage 
Protects the Hospital and Its Patients 


In 1929 after the Cleveland disaster, the Lake 
View Hospital at Danville, Illinois, constructed a 
fireproof penthouse for the storage of x-ray films. 
The storage house was ten by fourteen feet with a 
nine-foot ceiling, of brick and shale building block, 
and the walls were eight inches thick. The floor 
was of cement and the room was provided with a 
twenty-four inch vent in the roof. The door was of 
pine and had four window panes. All films dating 
from 1904 through 1934 were filed in this room. 


At 1:15 a.m., on July 10, a spontaneous combus- 
tion occurred, undoubtedly due to the extremely high 
temperatures of the preceding five days (the highest 
in the history of the city). The flames were spec- 
tacular, shooting fifty feet in the air and lasted about 
fifteen minutes. None of the flames or smoke 
entered the building, the vent taking care of this 
nicely. All of the films were destroyed, but the pent- 
house was not damaged beyond repair. The refinish- 
ing of the inside of the rooms, replacing the files, 
door, and a new roof, will be all that is necessary. 
There was a slight water damage on one of the hos- 
pita! floors. The hospital was fully covered by 
insurance. 

The remarkable feature of this fire was that the 
patients were not disturbed. During three years past 
the hospital has carried on an educational program 
in fire prevention and procedure in case of fire, 
under the direction of the chief of the city fire de- 
partment. The efforts were rewarded in the conduct 
of the hospital personnel. None of the patients suf- 


fered any ill-effects, nervous reactions, etc., and 
Miss Arnold, the superintendent, attributes this 
solely to the conduct of the nurses and other hos- 
pital employees. 


Coming Meetings 





CLEVELAND, OHIO 
American Hospital Association, Sept. 28-Oct. 2 
American Protestant Hospital Association, Sept. 26, 27, 28 
American College of Hospital Administrators, Sept. 26, 27, 28 
National Association of Nurse Anesthetists, Sept. 29, 30, Oct. 1 
American Occupational Therapy Association, Sept. 29, 30, Oct. 1 
Children’s Hospital Association, Sept. 30, Oct. 1 











Hospital Association of West Virginia, White Sul- 
phur Springs, September or October. 

British Columbia Hospital Association, Victoria, 
September or October. 


American Public Health Association, New Orleans, 
La., (ctnber. 


American Dietetic Association, Boston, October 
11-16. 


American Dietetic Association, Boston, Oct. 11-16. 
Ontario Hospital Association, Toronto, Oct. 19-23. 
Kansas Hospital Association, McPherson, Oct. 31. 


American College of Surgeons, Philadelphia, Octo- 
ber 19-23. 


Association of Record Librarians of North America, 
Philadelphia, October 19-23. 

Hospital Association of West Virginia, White Sul- 
phur Springs, November 6-7. 

Hospital Association of Pennsylvania, Buck Hill 
Falls, June 2-4, 1937. 
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West Virginia Hospitals and 
Public Welfare Legislation 


JAMES W. HARRIS, JR. 


Executive Secretary, Hospital Association of West Virginia 


» West Virginia Legislature, in the 
extraordinary session of 1936, did an excellent work 
in “modernizing the statutory provisions pertaining 
to the welfare services of the State, and in assem- 
bling such public welfare services into a single in- 
tegrated system.” 

The “Public Welfare Act of 1936,” passed June 
20, and approved by the Governor, June 24, became 
effective July 1, 1936. 

The Joint Legislative Committee on Social Se- 
curity Legislation, created by the 1935 Legislature, 
presented to the 1935 Legislature a bill which rep- 
resented the thoughtful results of more than a year’s 
study of the welfare problems of the State, and the 
full membership of the two branches of the Legis- 
lature, after a week deliberation, enacted into perma- 
nent statue a far-reaching welfare program safe- 
guarded probably as effectively as any such statute 
could possibly be by every reasonable restriction 
compatible with sound policy. 

From the standpoint of the taxpayers of the state, 
the new West Virginia Public Welfare Act meets 
the requirement that only those in need be made the 
recipients of benefits, termed in the act “public as- 
sistance” and “general relief.” 

In addition to providing more adequately for those 
“actually in need (and not having) sufficient income 
or other resources to provide a subsistence compat- 
ible with decency and health,” the new Public Wel- 
fare Act recognizes, and will tend to mitigate, a 
serious condition and inequality to which the medical 
profession and the hospitals of the State have been 
subjected for many years. 

The new act recognizes the responsibility of the 
state government and its subdivisions to provide, 
through the expenditure of public funds, such es- 
sential services as medical and surgical treatment and 
necessary hospitalization for those unfortunate citi- 
zens not able to procure or make payment therefor 
themselves. While it may be that both the state and 
local governments have provided a measure of 
such services for the indigent in years past, the pro- 
gram upon which the provision of such services was 
predicated has never been adequate, nor has it been 
properly coordinated or soundly financed. The 
new system invoked by the West Virginia Public 
Welfare Act of 1936 is obviously a closer approach 
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to the “perfect” system, especially in the light of 
financial and constitutional restrictions imposed by 
the “Tax Limitation Amendment” to the state’s con- 
stitution. No doubt there are those who would cite 
alleged imperfections in the new public welfare setup, 
but by and large, it cannot be denied that the new act 
more adequately meets the situation that confronts 
the medical profession, and the hospitals, and the 
indigent citizenship as well. 

Much work yet remains to be done by both the 
forces of organized medicine and organized hos- 
pitalization if their interests are to be safeguarded 
properly, as the new act very justifiably leaves much 
of the regulatory powers and the invocation of re- 
strictions in the hands of those to be entrusted with 
the administration of the act. 

It is our belief that something more than a cur- 
sory examination of the new act will reveal little 
threat of “state medicine,” notwithstanding the fears 
of some that such acts on the part of the govern- 
ment are trends in that direction. 

More specifically, the interests of the medical 
profession and the hospitals will naturally center 
about the provisions of the West Virginia law which 
might serve to mitigate present disproportionate free- 
work requirements. Therefore, the following cita- 
tions no doubt will be interesting to the doctors and 
those who administer the hospitals : 

(Before proceeding further, however, it is deemed 
expedient to explain that the West Virginia Public 
Welfare Act classifies the needy in two’ distinct 
groups, one group being designated as those to re- 
ceive benefits from “public assistance funds,” and 
the other being designated as those to receive benefits 
from the “general relief funds.” Those eligible to 
receive “public assistance” are: the aged, the blind, 
and dependent children. Those persons who are 
needy, but not classified as eligible for old age pen- 
sions, as eligible for aid to the blind, or as eligible 
for aid to dependent children, are to be recipients 
of “relief” grants. ) 

In Section 2, Article VI, of the act, it is stipulated 
that : 

“An indigent person....is eligible to receive 
general relief who is in fact:.... 

“(2) In need of continuing institutional care 
because of his physical or mental condition, or 





“(3) In need of medical or surgical care wheth- 
er in an institution or in his home. ; 

“A person financially able to maintain himself 
under ordinary conditions, but unable to provide 
necessary medical or surgical care or treatment 
shall be eligible for general relief.” 

It might be appropriate at this point to cite Section 
3, Article X, of the act: 

“Sec. 3. General Relief. For the purpose of 
this article general relief shall mean cash or its 
equivalent in services or commodities expended 
upon the order of the county council or county 
director for general relief other than for care in 
a county infirmary, child shelter, or similar insti- 
tution.” 

In other words, reimbursement for the doctor or 
hospital providing medical or surgical care or hos- 
pitalization constitutes a grant of general relief to an 
indigent person just the same as a cash grant to the 
individwal. 

(Reference to a “county council” or the “county 
director” in any citation from the act is to be con- 
strued as meaning, in the first instance, the “County 
Public Assistance Council” of five citizens, four of 
whom are appointed by the Governor, with the fifth 
to be the president of the county court, who is, in 
fact, a member ex-officio. There is to be a county 
council for every one of the 55 counties, with super- 
visory authority over all welfare activities in the re- 
spective counties. There is to be a “County Director 
of Public Assistance,” appointed by the County Pub- 
lic Assistance Council. The director is to be a paid, 
full-time employee of the county council. Both the 
county council and the county director are account- 
able for their actions to the “State Department of 
Public Assistance,” headed by a State Director, who 
is, in turn, accountable to a six-man State Advisory 
Board. The State Board and the State Director 
are to be appointed by the Governor for six-year 
terms. That the State Department of Public As- 
sistance will have the advantage of expert advice on 
medical and hospital problems incident to the ad- 
ministration of the new West Virginia act has been 
assured with the appointment by the Governor, at 
the suggestion of the West Virginia State Medical 
and Hospital Associations, of Dr. W. S. Fulton, 
Wheeling, president-elect of the State Medical As- 
sociation, and long identified with the organized 
hospital movement in West Virginia. 

To proceed with a citation of the sections of the 
new West Virginia act which are of particular in- 
terest to the doctors and the hospitals, we call atten- 
tion to the provisions of Sections 12 and 13, Article 
VI. They read: 

“Sec. 12. Hospitalization. A county council 
shall, under the rules and regulations of the state 
department (of public assistance), designate one 


or more public or private hospitals, approved by 

the state department, for the medical and surgical 

care of indigent persons in the county. 

“Sec. 13. Emergencies. If, in an emergency, 
an indigent person is admitted to a hospital with- 
out order of the county director, the hospital shall 
not receive payment for the services rendered un- 
less the hospital, within forty-eight hours after the 
admission, sends to the county council of the 
county in which the person resides a report of the 
facts of the case, including a statement of the phy- 
sician in attendance as to the necessity of im- 
mediate admission of the person to the hospital, 
and then, only if the county council assumes the 
cost of the services rendered. 

“If the hospital does not know the residence of 
the indigent person, the county council of the 
county where the person resides, when such resi- 
dence is finally determined, may assume the cost of 
services rendered although the report required by 
this section was not made.” 

Attention is called to the fact that the statute does 
not cite the fees to be paid either to the doctor or to 
the hospital for services rendered, rather, leaving 
this matter to be determined by the State Depart- 
ment of Public Assistance as one of the discretion- 
ary powers of the State Director and the State 
Advisory Board. ° 

It can be seen from the above citations from the 
statute that the indigent in the general classification 
of those eligible to receive “general relief” are also 
eligible for medical and surgical care and hospitaliza- 
tion at the expense of the county and state general 
relief funds. However, hospitalization and medical 
or surgical care are also authorized for those eligible 
to receive old age assistance, aid for the blind, or aid 
for dependent children under the “public assistance” 
articles of the act. It was the general belief of many 
that the state government would be deemed to have 
met its obligations to those in the “public assistance” 
classification when it granted to them the pensions 
or cash aid provided for in the act, but Section 18, 
Article V, of the act, specifically provides otherwise, 
reading as follows: 

“Sec. 18. Additional Aid. A recipient of public 
assistance under this article shall receive no other 
public aid, except temporary medical or surgical 
care, without the approval of the county council of 
the county where the recipient resides. Such ap- 
proval shall be subject to the rules and regulations 
of the state department (of public assistance. )”’ 
While this section does not mention hospitalization 

as an additional aid authorized it is reasonable to 
presume that hospitalization is included as a part of 
“temporary medical or surgical care,” under the in- 
terpretation of the language of Section 13, Article 
VI, above quoted. 
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In addition to the sections already cited as evi- 
dence of instances wherein the medical profession 
and hospitals will participate in the program estab- 
lished by the new act, there are a number of others. 

Article IX of the act establishes as a service to be 
performed by the State Department of Public As- 
sistance the “Physical Rehabilitation of Adult Per- 
sons.” This article declares its purpose to be provi- 
sion for “the development within the state of adult 
physical rehabilitation for the physically handi- 
capped,” and provides, under Sec. 2, thereof, that: 

““*A physically handicapped person’ means a 
person who, by reason of a physical defect or in- 
firmity, whether congenital or acquired by acci- 
dent, injury, or disease, is or may be expected to 
be totally or partially incapacitated for remunera- 
tive occupation. 

“*Adult person’ means any individual who: (1) 
has attained the age of eighteen years, (2) is a 
citizen of the United States, (3) has resided in 
the state for at least one year immediately pre- 
ceding application for rehabilitation aid. 

“*Adult physical rehabilitation’ means the fit- 
ting, by surgical or medical treatment and hospi- 
talization, of physically handicapped adult persons 
for remunerative occupations.” 

The act further stipulates in Article IX: 

“Sec. 4. Eligibility. A physically handicapped 
adult person shall be eligible for aid under the pro- 
visions of this article if: 

“(1) He is not eligible for physical rehabilita- 
tion by some other department or agency of the 
federal or state government or any political sub- 
division thereof. (Meaning that a person eligible 
to physical rehabilitation under the State Work- 
men’s Compensation Act, or under the acts creat- 
ing or under any regulations of the United State 
Veterans’ Administration, and similar agencies, is 
not eligible to receive aid under the provisions of 
this article.) 

“(2) He is receiving, or is eligible to receive, 
public assistance or general relief under provisions 
of this chapter. 

“Sec. 5. Powers of State Department. In ad- 
ministration of adult physical rehabilitation the 
state department (of public assistance) shall: 

“(1) Survive the treatment of physically han- 
dicapped persons during the period of treatment. 

“(2) Provide such surgical and medical treat- 
ment and hospitalization as may be necessary for 
physically handicapped adult persons in the state. 

“(3) Procure and furnish to a physically han- 
dicapped adult person, artificial limbs and other 
orthopedic and prosthetic appliances needed. The 
department shall collect the cost price of appliances 
furnished when the recipient thereof is of suffi- 
cient financial ability. 
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“(4) Cooperate with governmental, public and 
private institutions and agencies engaged in activi- 
ties relating to or connected with adult physical 
rehabilitation. 


“(5) Exercise such other powers as may be 
necessary to the effective operation of this article. 

“Sec. 6. Duty of County Council. A county 
council shall render to the state department such 
assistance under this article as the department may 
request.” 


The inclusion of Article IX, above cited, in the 
new West Virginia Public Welfare Act is a distinct 
tribute to the medical profession and hospitals of the 
state, inasmuch as an experimental “adult physi- 
cal rehabilitation program” was set up in the State 
Emergency Relief Administration under the direc- 
tion of Mr. Charles Ritter, the new head of the 
Rehabilitation Division of the Department of Public 
Assistance, and some 120 adult persons provided 
with medical and surgical care and hospitalization at 
an average cost to the State of approximately $100 
per person. This program was of necessity stopped 
in mid-November of 1935 when the Federal gov- 
ernment ceased making direct grants in aid for relief 
purposes to the states, and the State of West Vir- 
ginia found the relief load too heavy to continue 
anything other than direct cash relief to its needy. 
A subsequent check on the results of the experi- 
mental program revealed that 82.5 per cent of the 
120 men rehabilitated had received such capable 
treatment that they were able to return to gainful 
employment, to provide for their own families, and 
thus cease to be public charges. The humane and 
economically sound features of the program were 
effectively presented to the Joint Legislative Com- 
mittee of the Legislature by Mr. Ritter, with the 
cooperation of the State Medical Association and 
the Hospital Association, and the above cited article 
as a permanent part of the state law is the best 
evidence of the results obtained. 

It is anticipated that the adult physical, rehabilita- 
tion program (and possibly other features of the 
new West Virginia Public Welfare Act) will be in 
operation about August 1, or as soon thereafter as 
the administrative machinery can be set up. From 
a monetary standpoint this one phase of the new 
West Virginia program alone will mean an addi- 
tional $150,000 to $200,000 distributed annually 
among the members of the medical profession and 
the hospitals of that state. But over and above that, 
it will mean an opportunity for the medical profes- 
sion, and the hospitals to contribute a valuable serv- 
ice to several hundred recipients of such aid over 
a period of years, and to save the taxpayers of West 
Virginia thousands of dollars in payments for direct 
relief in the years to come. 





Among the Associations 


State and Province Association News 


The Catholic Hospital Association of the 
and Canada 


United States 


The Catholic Hospital Association celebrated its 
twenty-first birthday in Annual Convention in Balti- 
more, June 15-19. In this historic city, where the 
first community of religious women was established, 
the devoted Sisters, who for the most part direct the 
Catholic hospitals on this continent, convened in 
large numbers. 

The growth of the Association has been remark- 
able. Practically all of the eight hundred hospitals 
under Catholic ownership are earnest and loyal 
members. Its conventions, always characterized by 
fine programs, brings inspiration and confidence to 
those who direct and serve their institutions. The 
Most Reverend John McNamara, in his Sermon at 
Pontifical Mass, eloquently portrayed the work of 
the Sisters and the Catholic hospitals when he said: 

“If, my dear Sisters, I refer to the spirit and 
labors of the founders and pioneers of your com- 
munities, it is because in their names and memories 
you will find inspiration to be true to the highest 
ideals of the religious life. You have not forgotten 
the traditions of other years. Your sacrifices shine 
forth from the eight hundred hospitals which you 
have erected in the United States. Nor will one say 
that Christian charity is dead when told that one- 
third of the beds in these hospitals are at the free 
disposal of the communities which they serve.” 

The convention was formally opened with the 
Presidential Address of Rev. Alphonse M. Schwi- 
talla, S.J. Ph.D., who announced the theme of the 
convention when he said, “We are gathered here 
during these days for the achievement of a deeper 
interest in, a broader outlook upon, and an intensifi- 
cation of our interest in Catholic Action in the Field 
of Health.” He emphasized four phases of hospital 
activity which occupy a central place of interest to 
Catholic hospitals : 

1. Education for Professional Service 

2. The Ethics of Privileged Information 

3. The Contributed Services of the Sisters 

4. Certain Phases of Nursing Education 

In speaking of Education for Professional Serv- 
ice, Father Schwitalla said: “We are struggling for- 
ward—sometimes haltingly, sometimes at an accele- 


rated rate—toward the achievement of the goal that 
the objectives of educational processes, and of wel- 
fare service are the same, converging as they do 
upon the betterment of the individual man. Not 
more than two decades have elapsed since we still 
“trained nurses—now we educate them.” 

The meeting on Tuesday morning, over which 
Rev. Edwin L. Leonard presided, had for its sub- 
ject, “Catholic Activities in Health Fields.’ The 
speakers were Dr. Louis W. Allard, Mother Donat, 
Rev. C. J. Miller, and Dr. Anna Dengel. 


At the Tuesday afternoon meeting round tables 
on the following subjects were held: 
Organization Aspects of the School of Nursing in 
Relation to the Hospital 
Sister M. Berenice Beck, O.S.F., R.N., Ph.D., 
presiding 
Medical Social Service 
Sister Helen Angela, C.S.J., A.M., presiding 
X-ray Service 
Sister M. Blanche, O.S.B., presiding 
Medical Missionary Activities 
Rev. Edward F. Garesché, S.J., presiding 
Religious Influences in the School of Nursing 
Sister Mary, R.N., B.S., presiding 
The subject of the Wednesday morning meeting 
was “Characteristics and Functions of Catholic Hos- 
pitals.” The speakers at this session were the Hon- 


_ orable William F. Montavon, Rev. Napoleon Gilbert, 


Rt. Rev. Monsignor Leo Gregory Fink, Rev. Victo- 
rian Germain, and Dr. Joseph A. Dillon. 

The Thursday morning meeting was the General 
Business Session with Rev. Alphonse M. Schwitalla, 
S.J., presiding. The speaker at this session was the 
Very Rev. John J. Burke, C.S.P. The reports of 
the executive board, the secretary, the treasurer, and 
the executive secretary were presented. 

The subjects of the Thursday afternoon round 
tables were: 

Educational Preparation of the Faculty of the 

School of Nursing 
Sister Edward Mary, R.N., B.S., presiding 
Surgical Nursing 
Sister Aniceta, S.S.M., R.N., A.M., presiding 


HOSPITALS 





Out-Patient Department 
Rev. Ralph Glover, Ph.D., presiding 
Pharmacy Service 
Sister Adelaide, R.N., presiding 
Medical Records 
Sister M. Patricia, O.S.B., R.N., B.S., presid- 
ing 

The late afternoon session, following the conclu- 
sion of the Round Tables, was presided over by Dr. 
Charles H. Neilson; the subject was “The Hospital 
and Intern Training.” 

The speakers at this session were Doctors J. A. 
Curran and Nathan B. Van Etten, and M. R. Kneifl, 
executive secretary of the Association. 

The Friday morning sessions had as their sub- 
jects: 

Educational Preparation for Supervision 

Mrs. Eugenia K. Spalding, R.N., B.S., M.A., 
presiding 

Physical Therapy and Occupational Therapy 

Services 
Dr. A. C. Gillis, presiding 


Laboratory Service 
Sister Joan of Arc, R.S.M., R.N., B.S., pre- 
siding 

Pediatric Nursing 

Sister Marie Charles, R.N., presiding 

Dietetics and Dietary Service 

Sister M. Victor, R.N., presiding 

The Friday afternoon session was on the subject, 
“Nursing Education.” The speakers at this session 
were Sister Madelene, S.G.C., R.N., B.S.; Anna 
Wolf, R.N.; George Zook, Ph.D., and the Most 
Reverend Peter L. Ireton. 

The papers and discussions were sound and con- 
structive. The wide range of subjects presented un- 
usual opportunities to emphasize the policies of hos- 
pital operation and administration to the best advan- 
tage. The convention itself was one of the best at- 
tended in the Association’s history. 

The technical and educational exhibit was the 
largest and most interesting that has been assembled. 
The whole convention was a fitting tribute to the 
twenty-one years of unqualified fine work and the 
steady progress of the Catholic Hospital Association. 


The Annual Conference of the American 
College of Surgeons 


The annual conference of the American College 
of Surgeons will be held in Philadelphia, October 
19-23. The Hospital Standardization Conference, 
which is one of its most interesting features and 
always attracts a large attendance of hospital people 
from all over the United States, will be held in the 
Rose Garden of the Bellevue-Stratford Hotel. 

Following is the preliminary program: 


Monday, October 19 


8:00-9:30 A. M. 
Registration of Hospital Delegates 
9 :30-12 :30 Noon 
Rose Garden, Bellevue-Stratford Hotel 
Donald C. Balfour, M.D., Rochester ; Professor of 
Surgery, University of Minnesota Medical School; 
President, American College of Surgeons, presiding. 
Chairman’s Address 
Donald C. Balfour, M.D., Rochester 
Introduction of Guests 
Greetings from the International Hospital Associa- 
tion 
Archibald Young, B.Sc., M.B., C.M., Glasgow ; 


Regius Professor of Surgery, University of 
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Glasgow, and Visiting Surgeon, Western In- 
firmary 

Another Year of Hospital Standardization — The 

1936 Survey 

George Crile, M.D., Cleveland; Director, Cleve- 
land Clinic Foundation, and Chairman, Board 
of Regents, American College of Surgeons 

Medical Science, Hospital Service, and the Patient 
Bert W. Caldwell, M.D., Chicago; Executive 
Secretary, American Hospital Association 

The Art and Science of Surgery 
Rev. Alphonse M. Schwitalla, S.J., Ph.D., St. 
Louis; Dean, St. Louis University School of 
Medicine; President, Catholic Hospital Asso- 
ciation. 

The Surgeon’s Interest in Hospital Organization, 

Management, and Its Many Problems 

Frank E. Adair, M.D., New York City; Execu- 
tive Officer, Memorial Hospital 

The Better Control of Surgery 


Organization of the Medical Service in an Approved 
Hospital 
James A. Miller, M.D., New York City; Pro- 
fessor of Clinical Medicine, Columbia Univer- 
sity College of Physicians and Surgeons; Past- 
President, American College of Physicians 





Staff Conferences—the Keystone of: Scientific Effi- 
ciency of the Hospital ? 
Ray K. Daily, M.D., Houston ; Ophthalmologist, 
City and County, Memorial, and Methodist 
Hospitals 
2:00-5:00 P. M. 
Rose Garden, Bellevue-Stratford Hotel 
George W. Kosmak, M.D., New York City; 
Editor, American Journal of Obstetrics and 
Gynecology, presiding. 
Chairman’s Address 
George W. Kosmak, M.D., New York City 
Adequate Care of the Obstetrical Patient in the 
General Hospital 


(a) From the Standpoint of the Specialized Prac- 
tice of Obstetrics 

Charles C. Norris, M.D., Philadelphia; 
Professor of Obstetrics and Gynecology, 
and Director of Department, University of 
Pennsylvania; and Carl Bachman, M.D., 
Philadelphia; Assistant Professor of Ob- 
stetrics and Gynecology, University of 
Pennsylvania 


(b) From the Standpoint of the General Practice 
of Medicine 
Walter Brand, M.D., Toledo; Director of 
Obstetrics, Women’s and Children’s Hos- 
pital 


(c) From the Standpoint of Analgesia and 
Anesthesia 

Edward L. Cornell, B.Sc., M.D., Chicago ; 

Assistant Professor of Obstetrics, North- 

western University Medical School; Mem- 

ber of Staff, Chicago Lying-In Hospital 


(d) From the Standpoint of Nursing Care 
Clara M. Konrad, R.N., Jersey City; As- 
sistant Superintendent and Directress of 
Nurses, Margaret Hague Maternity Hos- 
pital 


(e) From the Standpoint of the Administration 
C. S. Woods, M.D., Cleveland; Super- 
intendent, St. Luke’s Hospital 


The Control of Morbidities and Mortalities 
John R. Fraser, M.D., Montreal; Professor of 
Obstetrics and Gynecology, McGill University 
Faculty of Medicine 

Graduate Training for Obstetrics 
George W. Kosmak, M.D., New York City 

The Work of the Committee on Maternal Welfare 
Fred L. Adair, M.D., Chicago; Professor of 
Obstetrics and Gynecology, University of 
Chicago 


Tuesday, October 20 
9 :30-12:00 Noon 


Rose Garden, Bellevue-Stratford Hotel 


C. W. Munger, M.D., Valhalla, New York ; Direc- 
tor, Grasslands Hospital ; President-Elect, American 
Hospital Association, presiding. 


What the Approved Hospital Means to the Small 
Community 

William C. Tenery, M.D., Waxahachie, Texas ; 
Chief Surgeon, Waxahachie Sanitarium 

The Medical Fifth Year 
Harold L. Foss, M.D., Danville, Pennsylvania ; 
Surgeon-in-Chief, George F. Geisinger Me- 
morial Hospital 

Anesthesia, a Professional and Economic Problem 

in a Hospital 

L. F. Anderson, M.D., Buffalo; Attending 
Anesthetist, Millard Fillmore, Emergency, and 
Lafayette Hospitals 

Air-Conditioning in Hospitals 
William H. Walsh, M.D., Chicago; Hospital 
Consultant 

Does the Surgical Patient Need Dietary Direction? 
Ruth M. Kahn, St. Louis; Chief of the Food 
Clinic, Washington University Medical School 

Medical Social Problems of the Surgical Patient 
Lena Waters, Philadelphia; Director of Social 
Service, Graduate Hospital of the University of 
Pennsylvania 

Adequacy of Nursing Care of the Patient 
Katherine Densford, R.N., Minneapolis ; Direc- 
tor, School of Nursing, University of Minne- 
sota 

General Discussion 


2:00-5:00 P. M. 
Pennsylvania Hospital 


Complete Demonstration of Maternal Care, Obstetri- 
cal Technique and Procedures 
Conducted by the Staff 


. Prenatal Care 


2. Admission of Patient and Assignment to 
Accommodation 


. Preparation of Patient for Labor 
. Observation of Patient in Labor 


. Delivery Room Set-up, Obstetrical Technique 
and Procedures 


. Care of the Patient Immediately Postpartum 


. Care of Patient Throughout Puerperium 
While in the Hospital 


. Follow-up and End Results 
. Care of the Newborn 
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10. Handling of Emergencies in Obstetrics— 
shock, postpartum hemmorhage, convulsions, 
asphyxiation of newborn, etc. 


8 :00-10:00 P. M. 


Preservation of the Voluntary Hospital 
Newton E. Davis, D.D., Columbus ; Correspond- 
ing Secretary, Board of Hospitals, Homes and 
Deaconess Work of the Methodist Episcopal 
Church 
Extent of the Trustee’s Moral and Legal Obligation 
in the Care of the Patient 
Allan B. Williams, Olean, New York; Presi- 
dent, Board of Trustees, Olean General Hos- 
pital 
How Shall the Hospital Trustee Acquire the. Neces- 
sary Knowledge to Properly Discharge His Re- 
sponsibility ? 
Lewis I. Matthews, Philadelphia; President, 
Board of Trustees, St. Luke’s and Children’s 
Hospitals 
Public Relations from the Viewpoint of the Hospital 
Trustee 
Ingersoll Bowditch, Boston; Treasurer, Board 
of Trustees, Faulkner Hospital 
Adequate Preparation and Qualifications for Hos- 
pital Administrators 
Fred G. Carter, M.D., Cincinnati; Superintend- 
ent, The Christ Hospital; President, American 
College of Hospital Administrators 
General Discussion 
Conducted by Allan Craig, M.D., Torrington, 
Connecticut; Director, Charlotte Hungerford 
Hospital 
Motion Picture (Sound) 
Good Hospital Care 


Wednesday, October 21 


9 :30-12 :00 Noon 
Rose Garden, Bellevue-Stratford Hotel 


Joint Session, American College of Surgeons with 
the Association of Record Librarians of 
North America 

R, C. Buerki, M.D., Madison; Superintendent, 
State of Wisconsin General Hospital, presiding. 
The Necessity for a High Standard of Diagnostic 

Accuracy in All Hospitals 

George Baehr, M.D., New York City; Chair- 
man, Executive Committee, National Confer- 
ence on Nomenclature of Disease 
The Scientific Value of Records and the Proper 
Classification of Diseases from the Standpoint of : 
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1. The Urologist 
2. The Pathologist (Illustrated) 
. The Oto-Laryngoloist 
Hugh Gibson Beatty, M.D., Columbus; Pro- 
fessor of Oto-Laryngology, Ohio State Uni- 
versity College of Medicine 
. The Cardiologist 
H. K. Mohler, M.D., Philadelphia; Medical 
Director, Jefferson Medical College Hospital 
. The Obstetrician 
W. Benson Harer, M.D., Philadelphia; In- 
structor of Obstetrics, University of Penn- 
sylvania School of Medicine and Graduate 
School of Medicine 
2:00-5:00 P. M. 
Complete Dramatization of Medical Records Work 
in the Hospital 
Conducted by the Medical Records Librarians 
of Philadelphia 
. A Modern Medical Record Room in Action 


. Securing Medical Records in Various Ways 


. Appraising Medical Records 


, ‘Using Medical Records 


. Composite Character of Medical Records 


. Demonstration—Medical Records Conference: 
“Developing a Medical Record Consciousness 
Throughout the Hospital” 

Conducted by Joseph C. Doane, M. D., 
Philadelphia ;. Medical Director, Jewish Hos- 
pital 


Thursday, October 22 


9 :30-12:00 Noon and 2:00-5:00 P. M. 
Rose Garden, Bellevue-Stratford Hotel 


Panel Round Table Conference—The Care of the 
Patient: A Discussion of Administrative, Profes- 
sional, and Economic Problems as Related to Hos- 
pital Service 

Conducted by Robert Jolly, Houston; R. C. 
Berki, M.D., Madison; and Malcolm T. Mac- 
Eachern, M.D., Chicago 


1. Administration 
2. Government of Hospital 





. Hospital Auxiliaries 

. Medical Staff Organization 
. Medical Staff Conferences 
. Medical Records 

. Clinical Laboratory Service 
. X-Ray Service 

. Physical Therapy 

. Occupational Therapy 

. Oxygen Therapy 

. Anesthesia 

. Pharmacy Service 

. Medical Social Service 

. Food Service 

. Nursing Service 


. Purchasing 

. Accounting 

. Central Supply Service 
. Housekeeping 

. Laundry 

. Engineering 

. Maintenance 

. Hospital Libraries 

. Public Relations 


Friday, October 23 


An opportunity will be afforded the hospital dele- 
gates to visit Philadelphia hospitals. 


Tenth Annual Meeting of the Mid-West 
Hospital Association, St. Louis 


The meeting was called to order at 9:00 o'clock, 
June 26, by Walter J. Grolton, president of the Mid- 
West Hospital Association and administrator, City 
Hospital, No. 1, St. Louis. After the invocation by 
Rev. R. D. S. Putney, superintendent, St. Luke’s 
Hospital, St. Louis, Dr. Louis H. Burlingham, super- 
intendent, Barnes Hospital, St. Louis, gave greetings 
from the Local Committee. The address df wel- 
come was given by Dr. R. L. Thompson, Commis- 
sioner of Hospital in St. Louis. 

Florence King, executive secretary and treasurer, 
read the minutes of the meeting held in Colorado 
Springs, June, 1935, and then presented the Treas- 
urer’s Report. 

Wm. S. McNary, business manager of the Uni- 
versity of Colorado School of Medicine and Hos- 
pitals, Denver, Colorado, gave the report for the 
Legislative Committee and T. J. McGinty, super- 
intendent of the Southeast Missouri Hospital, Cape 
Girardeau, Missouri, presented the report for the 
Membership Committee. 

Mabel Montgomery, Inspector and Field Repre- 
sentative, Missouri State Board of Nurse Examiners, 
Jefferson City, Mo., gave an excellent report on nurs- 
ing and Guy Dick, business manager of the Morn- 
ingside Hospital, Tulsa, presented a report on small 
hospitals. 

Dr. Bert W. Caldwell, executive secretary of the 
American Hospital Association, described the vari- 
ous types of memberships—personal, sectional, and 
national—and talked for a few minutes on HOS- 
PITALS, the monthly journal of the American Hos- 
pital Association. This was followed by a paper by 
Mrs. Merle Walker Johns, superintendent of the 
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Kansas City Tuberculosis Hospital, Kansas City, on 
“How Can We Interest the Public in Our 
Hospitals ?” 

A luncheon, to which had been invited all the 
members of the various hospital boards in the city, 
as well as the board members of the Health and 
Hospital Department of the St. Louis Community 
Council, was held at Hotel Jefferson, at 12:30 p. m., 
Rev. R. D. S. Putney, presiding. “Governmental 
Subsidies and Adequate Workmen’s Compensation 
Laws,” was presented by Dr. Malcolm T. Mac- 
Eachern, associate director of the American College 
of Surgeons, Chicago. Paul Fesler, administrator 
of Wesley Memorial Hospital, Chicago, talked on 
“Lien Laws,” and Mrs. A. C. Bachmeyer, Chairman 
of the Division on Hospital Councils, American Hos- 
pital Association, Chicago, spoke on “Hospital 
Councils.’” Following Mrs. Bachmeyer’s presenta- 
tion of the subject, a motion was adopted to hold a 
meeting of St. Louis hospital directors and adminis- 
trators at the Jewish Hospital Nurses’ Residence, 
July 7, to organize a St. Louis Hospital Council. 

At the Friday afternoon session, L. C. Austin, 
superintendent of Menorah Hospital, Kansas City, 
Missouri, presided. “The New Curriculum—from 
the Nursing Educator’s Point of View,” was pre- 
sented by Joy Erwin, director of nurses of St. Luke’s 
Hospital, Denver; and “The New Curriculum— 
from the Hospital Administrator’s Viewpoint” by 
Dr. Fred G. Carter, president of the American Col- 
lege of Hospital Administrators and superintendent 
of Christ Hospital, Cincinnati. 

Mrs. Saidee N. Hausmann, superintendent of 
Levering Hospital, Hannibal, Missouri, then spoke 
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on “The Effect of the New Curriculum on the Small 
Hospital,” and John R. Smiley, superintendent of 
St. Luke’s Hospital, Kansas City, Missouri, dis- 
cussed “The Cost of Graduate versus Student 
Service.” 


Following these papers, an informal discussion 
period was presided over by Wm. S. McNary, busi- 
ness manager of University of Colorado School of 
Medicine and Hospitals, Denver. 


A. G. Hahn, business manager of the Protestant 
Deaconess Hospital, Evansville, Indiana, presented 
the Mutual Fellowship Plan of the American Hos- 
pital Association and, while no definite action was 
taken, considerable interest in the subject was mani- 
fested by those present. 

The Annual Banquet was held in Club Continental, 
Hotel Jefferson, at 7 p. m., with 250 people in at- 
tendance. Dr. Llewellyn Sale, president of the Com- 
munity Council of St. Louis and director of medical 
service, Jewish Hospital, St. Louis, acted as toast- 
master. The invocation was given by the Rev. Alpha 
H. Kenna of Union Methodist Episcopal Church, 
St. Louis, and the principal address of the evening 
was given by Honorable Charles M. Hay, Assistant 
to the Attorney General of the United States, Wash- 
ington, D. C. 

T. J. McGinty of Southeast Hospital, Cape Girar- 
deau, Missouri, presided at the Saturday morning 
session. An animated discussion of group hospital- 
ization plans followed the presentation of a paper on 
“Educational Value of Hospital Service Plans” by 
Ray F. McCarthy, executive director of the Group 
Hospital Service, Inc., St. Louis. “The Importance 
of Uniform Accounting,” by Paul H. Fesler, Wesley 
Memorial Hospital, Chicago, was followed by a dis- 
cussion of the subject by E. E. King, administrator 
of the Missouri Baptist Hospital, St. Louis. 

Frank J. Walter, administrator of St. Luke’s Hos- 
pital, Denver, presented a paper on “Providing 
Fund for the Operation of a Hospital,” which was 
discussed by Rev. R. D. S. Putney, superintendent, 
St. Luke’s Hospital, St. Louis, and Wm. S. Mc- 
Nary of Denver. Dr. J. H. Jennett, superintendent 
of Kansas City General Hospital, read a paper on 
“A Proper Program for Teaching Interns,” which 
was discussed by Dr. MacEact ern. 

The afternoon session was given over to a Round 
Table Conference, conducted by Dr. Malcolm T. 
MacEachern of the American College of Surgeons, 
to which had been invited representatives from every 
department of all the St. Louis hospitals—dietitians, 
nurses, record librarians, anesthetists, engineers, 
housekeepers, accountants, laundrymen, etc. More 
than 200 attended this session. 

At the business session following the Round Table, 
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the following officers were elected for the year 
1936-37 : 

President—Wm. S. McNary, University of Colo- 
rado School of Medicine and Hospitals, Denver. 

President-Elect—Dr. J. H. Jennett, Kansas City 
General Hospital, Kansas City, Mo. 

First Vice President—T. J. McGinty, Southeast 
Missouri Hospital, Cape Girardeau, Mo. 

Second Vice President—H. E. Suderman, Bethel 
Deaconess Hospital, Newton, Kans. 

Board of Trustees—Dr. H. A. Black, Parkview 
Hospital, Pueblo, Colo.; Dr. H. R. Wahl, Bell Me- 
morial Hospital, Kansas City, Mo.; E. Muriel 
Anscombe, Jewish Hospital, St. Louis; Walter J. 
Grolton, City Hospital, No. 1, St. Louis; Dr. E. T. 
Olsen, State University Hospital, Oklahoma City. 

Florence King, second assistant superintendent of 
the Jewish Hospital, St. Louis, Missouri, was re- 
appointed executive secretary and treasurer. 

The selection of the next meeting place, as well 
as the date of the 1937 meeting, will be decided 
upon at a subsequent meeting of the Board of 
Trustees. 


Missouri Hospital Association, St. Louis, 
June 25, 1936 


The meeting was called to order by the president, 
Rev. R. D. S. Putney, superintendent of St. Luke’s 
Hospital, St. Louis. The invocation was given by 
the Rev. Paul R. Zwilling, assistant superintendent 
of Evangelical Deaconess Hospital, St. Louis. 


After the reading of the minutes by the executive 
secretary, the treasurer’s report was presented by 
Laura A. Hornback, R.N., superintendent of Pike 
County Hospital, Louisiana, Mo., followed by the 
reports of the various committees. 

The following officers were elected for the coming 
year: 

President—L. C. Austin, superintendent, Menorah 
Hospital, Kansas City, Mo. 

Vice President—Estelle Claiborne, superintendent, 
St. Louis Children’s Hospital, St. Louis. 

Executive Secretary-—Florence King, second as- 
sistant superintendent, Jewish Hospital, St. Louis. 

Treasurer—Laura A. Hornback, superintendent, 
Pike County Hospital, Louisiana, Mo. 

Board of Directors—L. C. Austin, Menorah Hos- 
pital, Kansas City, Mo.; Florence King, Jewish Hos- 
pital, St. Louis; Laura A. Hornback, Pike County 
Hospital, Louisiana, Mo.; Mrs. Saidee Hausmann, 
Levering Hospital, Hannibal, Mo.; E. E. King, Mis- 
souri Baptist Hospital, St. Louis; John R. Smiley, 
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St. Luke’s Hospital, Kansas City, Mo.; Dr. L. H. 
Burlingham, Barnes Hospital, St. Louis; Dr. J. H. 
Jennett, Kansas City General Hospital, Kansas City, 
Mo. 


It was decided to hold the next meeting of the 
Missouri Hospital Association in some centrally 
located city in the state, perhaps at Jefferson City 
or Columbia, in the Fall of 1936. 


South Carolina Hospital Association 
Holds Annual Meeting 


The annual meeting of the South Carolina Hos- 
pital Association was held in Columbia, S. C., on 
Tuesday, June 16. It was preceded by a luncheon 
at which about 25 members and guests were present. 


Outstanding among the topics discussed were 
“Group Hospitalization or Hospital Savings Asso- 
ciation” which has for its object the providing of 
hospital services within the means of every working 
man, and the formation of a South Carolina Dietetic 
Association. 


Four members were selected to serve as Trustees 
of the Hospital Savings Association with four mem- 
bers of the South Carolina Medical Association and 
these eight will select four from the state at large as 
representatives of the public who are the principal 
beneficiaries. The members chosen are: F. Oliver 
Bates, of Charleston; Charles H. Dabbs, of Sum- 
ter; Dr. J. Moss Beeler, of Spartanburg, and W. M. 
Whiteside of Columbia. One of the first duties of 
this group will be to apply for a charter. 


Considerable interest is taken in the formation of 
the Dietetic Association as the dietary departments 
of our hospitals play such a vital part in the re- 
covery of a patient and even in the after care. Annie 
Lee Whiteside, of the Marlboro County Hospital, 
Bennettsville, a personal member of the Hospital 
Association, was selected to push the project and 
Alta Hamilton of Columbia Hospital and Miss Ash- 
worth of the Columbia Baptist Hospital were also 
asked to assist. 


Officers for the ensuing year re-elected by 
unanimous vote were: H. H. McGill, Columbia, 
President; F. ©. Bates, F.A.C.H.A., Charleston, 
First Vice President; and Charles H. Dabbs, Sum- 
ter, Secretary-Treasurer. Dr. F. H. McLeod, 
Florence, was elected Second Vice President; Mrs. 
Mary D. Gibson, Bennettsville, Third Vice Presi- 
dent; and Edna Sherrer, Abbeville, was elected a 
Trustee for a 3 year term. G. M. Telford, Chair- 
man of the Hospital Board at Abbeville, was among 
the visitors. 


Pennsylvania Scores Again 


An arrearage of $1,716,115 had accrued by May 
31, in state-aid funds due the 166 state-aided hos- 
pitals. Through the efforts of officers.of the Penn- 
sylvania Hospital Association and members of the 
legislative committee, the Governor authorized the 
transfer of $2,000,000 from the liquor fund for the 
aid of these hospitals. 


Again, however, the seeming indifference of hos- 
pitals themselves to aid in promoting their own in- 
terests was demonstrated. When the executive sec- 
retary of the State Association asked for informa- 
tion upon which to base the Association’s request 
to the Governor, only 107 of the 166 hospitals re- 
sponded. 


The questionnaire revealed that in the 107 hos- 
pitals responding there were overdue supply bills 
amounting to $1,580,407, of which $400,914 was for 
food. Six were contemplating closing in view of 
delay in state aid. 
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American Congress of Physical Therapy 
Fifteenth Annual Session 


Announcement is made of the 15th annual clinical 
and scientific session of the American Congress of 
Physical Therapy, September 7, 8, 9, 10 and 11, at 
the Waldorf-Astoria, New York City. The program 
includes many special features: sectional meetings 
in the specialties, symposia on short wave diathermy, 
hydrotherapy, exercise, and electroresection. Fever 
therapy and the treatment of vascular diseases occupy 
an important place and will be discussed by promi- 
nent workers in the field. The educational aspects 
of physical therapy and the relationship of physical 
therapy technicians to physicians and hospital de- 
partments will be thoroughly dealt with. Other fea- 
tures include technical and scientific exhibits and a 
full day of hospital clinics where technic will be 
adequately demonstrated. 


Physicians, their technical assistants, and nurses 
working in institutional departments of physical 
therapy are urged to attend this important session. 
It undoubtedly will be one of the outstanding med- 
ical gatherings of the year. There will be no regis- 
tration fee. 


The Hospital Association of 
Pennsylvania 


The Hospital Association of Pennsylvania will 
hold its next annual conference at the Buck Hill Inn, 
Buck Hill Falls, (Cresco) Pennsylvania, on Wednes- 
day, Thursday, and Friday, June 2, 3, and 4, 1937. 
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The International Hospital Association 


The International Hospital Association, which was 
organized in Atlantic City, N. J., in 1929, has for- 
mulated a new constitution with a definite objective 
and a definite program. It recently elected as its 
general secretary and treasurer, Mr. Sydney Lamb, 
Liverpool, England, who is well known to hospital 
people throughout North America. 

Under the guiding influences of the newly elected 
officers, the value of the International Hospital As- 
sociation to its members, and to the hospital field the 
world over, will be greatly increased. 

HOSPITALS congratulates both the officers and 
the organization on the fine work it is doing for 
European hospitals and for the entire hospital field. 
Our readers will be particularly interested in the 
history of the origin and progress of the Inter- 
national Hospital Association. 

“Hospitals the world over in these days of crisis 
and industrial depression have the same problem to 
face: how to obtain the maximum of officiency with 
the minimum of expense. How individual Hos- 
pitals, with their devoted staffs, have exerted all their 
energy and ingenuity to perform this great commu- 
nity service, is well known. Splendid progress is 
continually being made in administration and ac- 
countancy, in hospital planning and equipment, and 
in co-ordination of effort. To avoid the unneces- 
sary expenditure of time, money or effort in dupli- 
cating work already being satisfactorily accom- 
plished, National Hospital Associations have been 
formed in many countries to co-ordinate individual 
Hospital achievement for the benefit of all Hospitals 
in their particular country. 

“Origin of the Association—What these Associa- 
tions do on a national scale, the International Hos- 
pital Association is doing internationally. Follow- 
ing preliminary meetings in Paris in 1927 and a 
meeting in Atlantic City in 1929, the Association was 
founded on June 10, 1931, by the representatives of 
43 nations assembled in conference in Vienna. 

“Linking-up of Nations—The International Hos- 
pital Association constitutes a Federation of National 
Hospital units, made up of all the leading National 
Hospital Organizations, and invites Government De- 
partments of Health and Hospitals to take part in its 
activities. 

“International Study Group—These activities in- 
clude the appointment and maintenance of Perma- 
nent Study Committees, which with their several 
sub-committees, representing thirty different nation- 
alities, conduct researches into the recognized stand- 
ards of hospital organization. Each Committee or 
Sub-Committee undertakes definite studies and re- 


ports to the Congress on the many problems of Hos- 
pital service, method and management which are of 
universal interest. 
- The ten main Study Committees are: 

Building 

Equipment and Technical Installation 

Hospital Administration and Management 

Accountancy and Finance 

Legislation 

Care of the Patient in the Hospital 

Dietetics 

Personnel 

Statistics and Nomenclature 

Outside Relationship of the Hospital 


“International Information Bureau—The Interna- 
tional Hospital Association has appointed an Archi- 
vist, Mr. P. Manz, Superintendent of the General 
Hospital for Women, Zurich, who conducts a Bu- 
reau or clearing-house for information and experi- 
ence in every department of Hospital life. Every 
nation is encouraged to tabulate features of Hospital 
service, policy and administration of especial interest 
to Hospitals generally and to make such features ac- 
cessible to visitors and study groups from overseas. 

“International Hospital Journal—The Association 
publishes a quarterly review, ‘Nosokomeion,’ the 
only international journal devoted solely to Hospitals. 
This quarterly magazine publishes contributions to 
hospital literature written by the foremost authorities 
of ali countries. These are printed in English, 
French, German, Italian or Spanish, followed by a 
summary in the four languages other than the one 
in which the original article was written. 

“In this way the results of international research 
are made available to hospital leaders, to whatever 
country they belong. 

“Biennial Congresses and Study Tours—Personal 
contact among those interested in Hospitals is also 
arranged on an International scale through the Asso- 
ciation’s Biennial Congresses and Study Tours, which 
take place in alternate years. While there may be 
points in medical science and hospital experiénce 
peculiarly applicable to one nation only, there are 
many important features of modern Hospital service 
on which agreement can be reached by the world’s 
leaders in Hospital and-Public Health work, and res- 
olutions which are the authoritative utterance of such 
an internationally representative gathering as the In- 
ternational Hospital Association cannot fail to call 
for the speedy and serious consideration of Hospital 
Administrations in all parts of the world. 

“Associate Members—The International Hospital 
Association, besides acting as a Federation of Na- 
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tional Hospital Associations, also invites the indi- 
vidual co-operation of Hospitals; professional and 
commercial firms and organizations dealing with 
Hospital construction, maintenance and supplies ; and 
also doctors, matrons, nurses, chairmen and members 
of Hospital Boards of Management, or Administra- 
tive Officers of Hospitals. 

“Subscriptions—Full membership of the Associa- 
tion is open to Associations of a national character, 
connected with Hospital service. 

“No uniform rate of membership subscription has 
yet been fixed, except in the United Kingdom where, 
pending the formal adoption of the new Constitu- 
tion, the United Kingdom Council of the Interna- 
tional Hospital Association has fixed a minimum an- 
nual subscription of £5. 

“Associate membership is open to all individuals 
concerned with hospital life and progress at a cost 
of £1 per annum, which includes the right to one 
copy per quarter of ‘“Nosokomeion.” 

“Industrial membership is offered to industrial 
firms of first-class reputation, such as hospital supply 
firms, health resorts, and other enterprises of a com- 
mercial character in business relationship with hos- 
pitals, at a cost of £2 per annum. For this sum they 
are entitled to a copy of “Nosokomeion” each quar- 
ter and to be registered in the official index of recog- 
nized organizations, published in “Nosokomeion” 
every quarter. 

“Administration—The Association has a central 
Bank account at Martins Bank, Liverpool. A budget 
of expenditure is drawn up every year and approved 
by the Executive Committee. The audited accounts 
are published annually in ‘Nosokomeion.’ Cheques 
should be drawn in favor of the “International Hos- 
pital Association’ and forwarded to the General 
Secretary and Treasurer at 87 Lord Street, Liver- 
pool.” 

The office-bearers of the Association are: 

President—Dr. G. von Deschwanden, Direktor 
der Kantonalen, Krankenanstalt, Lucerne, Switzer- 
land. 

Deputy President—Professor F. Pulcher, V. Di- 
rettore Sanitario, Ospedale Pammatone, Genoa, Italy. 

Honorary President—Geh. Reg-und Med. Rat 
Dr. W. Alter, Buchschlag, Hassen, Germany; Dr. 
E. H. L. Corwin, Academy of Medicine, New York, 
U. S. A.; Dr. René Sand, Conseiller Technique, 
Ligue des Sociétés de la Croix-Rouge, Paris. 

Vice-Presidents—Dr. Malcolm Mac Eachern, As- 
sociate Director, American College of Surgeons, 
Chicago, U. S. A.; Monsieur Sarraz-Bournet, In- 
specteur Général des Services Administratifs, Paris. 

Other Members of Executive Committee—Dr. B. 
Albert, Chief Physician, Bata Hospital Zlin, Czecho- 


slovakia; Sir Harold Pink, J. P., Chairman of Coun- 
cil, British Hospitals Association, London; Dr. R. 
Zeitler, vizeprasident des Deutschen Gemeindetages, 
Berlin. 

Archivist—Herr P. Manz, Verwalter der Kant, 
Frauenklinik, Zurich, Switzerland. 

Auditors—Messrs. Deloitte, Plender, Griffiths & 
Co., 5 London Wall Buildings, London, E. C. 

Honorary General Secretary and Treasurer—Syd- 
ney Lamb, M. B. E., F. C. I. S., 87, Lord Street, 
Liverpool, England. 

Foreign Correspondent—Miss Rodney Murray, 
M. A., 87 Lord Street, Liverpool, England. 
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State Purchasing in West Virginia 


The Hospital Association of West Virginia has 
added centralized purchasing to its field of activi- 
ties. Beginning about July 1, the Association ex- 
pected to include in its central purchasing service 
surgical dressings, sutures, rubber gloves, and rub- 
ber sundries. 

The State Committee on Hospital Economics 
serves in an advisory capacity to the executive sec- 
retary on the details of the purchase plan and in 
the reviewing of bids. It is anticipated by the As- 
sociation that once the service gets under way other 
items of institutional use will be added from time 
to time. : 

The State Board of Trustees feels that the Asso- 
ciation can render valuable service to its members 
in this phase of association activity and plans to give 
it immediate action. 


ace 


Eighth Annual Convention of the 
Association of Record Librarians 


The Eighth Annual Conference of the Association 
of Record Librarians of North America will be held 
at the Warwick Hotel, Philadelphia, Pa., concur- 
rently with the Annual Clinical Conference of the 
American College of Surgeons, October 19-23, in- 
clusive. 

A splendid program has been arranged for the 
1936 meeting. There is to be a Symposium on No- 
menclatures ; a “Drama of Records”; besides round 
table discussions on many important matters per- 
taining to medical records. As has been the custom 
in the past, there will be a joint session with the 
American College of Surgeons, and this session 
planned for this year is to be an especially out- 
standing one. The Philadelphia Chapter is planning 
a very complete and interesting recreational pro- 
gram. All medical record librarians throughout 
North America are urged to make every possible 
effort to attend the convention this year. 


HOSPITALS 








M. Burneice Larson, 
Director 


You Needn’'t Wait Always for the 
Pot of Gold at Rainbow's End — 


IT'S WAITING FOR YOU 


They say, those who know, that hospital people, even the 








smartest and best, sometimes tire and grow grey in that “in- 


terminable” wait for success. 


Yet, success and its rewards, its excitement and material things, 


its rainbows and its pot of gold—may be just around the corner. 


If you haven’t found your niche in life, if you aren’t at rainbow’s end, we’ll help 


you get there. 


Men and institutions come to us hunting for you, and they offer salaries and open 
locations and OPPORTUNITIES. Hospitals, great factories, groups of physicians, 
new towns, sections of old cities, hotels, ships that go to sea, institutions—these ask 
us to find physicians, graduate nurses, technicians, dietitians—every type of hospital 


worker. 


If you aren’t at rainbow’s end, write and tell us all about yourself—tell us what 


you'd like and we’ll surely help you find it. 





Among the well-trained and skillful candidates whom we can recommend to you are: 


Hospital Administrators Social Workers Resident Physicians 
Directors of Nurses Laboratory and Physicians who are quali- 
Assistants Research Workers fied to head the various de- 
Instructors Physiotherapists partments in _ hospitals, 
Supervisors Occupational Therapists group clinics, teaching pub- 
Anaesthetists Dietitians lic health and industrial 
Staff Nurses Medical Secretaries organizations. 











The Medical Bureau 


Top Floor, Pittsfield Building Chicago, Illinois 
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Applications Received For Personal 
Membership 


California 
Strang, Alma, supt., French Hospital, Los Angeles. 


District of Columbia 


Mountin, Joseph W., M.D., surg., U. S. Public 
Health Service, Washington. 


Florida 


Damian, Mother M., supt., St. Francis Hospital, 
Miami Beach. 


Davis, J. C., M.D., med. dir., Gadsden County Hos- 


pital, Quincy. 


Glendinning, Isabella, R.N., supt. nrs., James M. 
Jackson Memorial Hospital, Miami. 


Harrison, Edythe, R.N., supt., University Hospital, 
Coral Gables. 


Kreuger, Clara, R.N., supt., Brewster Hospital, 
Jacksonville. 


Shaw, Mrs. Elizabeth, R.N., owner and supt., Miami 
Riverside Hospital, Miami. 


Slaymon, Mrs. Quintella M., R.N., supt., Dade 
County Hospital, Miami. 


Illinois 
MacDonald, Neil F., Rosenwald Fellow, hosp. 
administr., University of Chicago, Chicago. 


Reiss, Wm., dir., Mount Sinai Hospital, Chicago. 


Indiana 
Cox, Fern M., R.N., supt., Parkview Hospital, 
Plymouth. 
Massachusetts 
Bartley, Mae A., R.N., supt., Beverly Hospital, 


Beverly. 


Spangler, Hunter K., M. D., asst. res. phys., Wor- 
cester City Hospital, Worcester. 


Minnesota 
Haugen, Carrie E., R.N., supt., Physicians Hospital, 
Thief River Falls. 


Missouri 
Cherry, Clementine V., R.N., supt., John Fitzgibbon 
Memorial Hospital, Marshall. 
Dawson, Mary E., R.N., supt. nrs., St. Louis City 
Hospital No. 1, St. Louis. 


Flanagan, Jannett G., R.N., supt., Chidren’s Mercy 
Hospital, Kansas City. 


Florence, Sister M., R.N., supt., St. Joseph’s Hos- 
pital, St. Joseph. 
Grogan, Frank M., M.D.,.med. supt., City Sani- 


tarium, St. Louis. 


Hogan, Robert E., M.D., med. dir., Christa Hogan 
Hospital, Westplains. 


Latham, Logan L., M.D., med. supt., Latham Sani- 
tarium, California. 


McCormick, F. L., M.D., med. supt., McCormick 
Hospital, Moberly. 


O’Brien, E. C., M.D., asst. hosp. commissioner, St. 
Louis. 


Rowlette, Avery P., M.D., med. dir., St. Louis City 
Hospital No. 1, St. Louis. 


Shaw, W. J., M.D., med. supt., Lee Hospital, 
Fayette. 


Stephens, Mary G., supt., Callaway County Hospi- 
tal, Fulton. 


Stickler, R. O., M.D., med. supt., Stickler Hospital, 
Kirksville. 


Thompson, Ralph L., M.D., hosp. commissioner, St. 
Louis. 
New York 


Kahan, Philip J., M.D., dep. med. supt., Queens Gen- 
eral Hospital, Jamaica, L. I. 


Mitchell, Earl F., supt., Tompkins County Memorial 
Hospital, Ithaca. 


Pennsylvania 


Clifford, Edward J., asst. supt., White Haven Sana- 
torium, White Haven. 


Virginia 


Gray, Agnes, R.N., act. supt., Roanoke Hospital, 
Roanoke. 
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SURGEONS never complain of inadequate 
illumination in the operating room equipped 
with a Castle Spotlight. Supplementing your 
present system (until such time as you can 
get a new Major Castle operating unit), the 
Castle Spotlight throws a cool, intense, shad- 
ow-reducing beam of illumination, giving true 
tissue values. Although this spotlight yields 
over 2500 foot candles, there is but 2° F. 
rise noted on the operating field. The Castle 
Spotlight is fully adjustable. The ideal supple- 
ment to any system of operating illumination. 


Write for interesting illustrated booklet 
“EFFORTLESS VISION” 


WILMOT CASTLE COMPANY 


1276 University Ave. Rochester, N. Y. 


CASTLE 


VAGHTS 
AR ERE ume © 
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XPERTS 


BUY THE EASY-TO-HANDLE 
ECONOMICAL TWO-PART 


peopl 
Maio aa 
nue 


10AoF 
nus” HOSPITAL 


men MATTRESS 


There are many reasons why the Superintendents 
and Nurses of our leading hospitals and health in- 
stitutions prefer the two-part SPRING-AIR 
Hospital Mattress, with its spring construction and 
padding separate. Boiled down to brass tacks, it 
provides the patient with greater comfort, it is the 
easiest of all mattresses to handle, it is the easiest 
to keep sanitary—and it has the famous Karr White 
Tag Spring Construction with its Twenty-Year 
Written Guarantee, which means an economy in 
upkeep that no other mattress can approach. De- 
mand these exclusive Spring-Air advantages. 


SPRING-AIR Scttine, michican 


44 Factories — Write for Information. 


eNUIN, 


KARR 


WHITE TAG 
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Hibbard, Orvilla, R.N., supt., St. Luke’s General 
Hospital, Spokane. . 
Lee, Margery, supt., Shriners’ Hospital for Crippled 

Children, Spokane. 


Greece 


Willms, Emilie, R.N., dir. sch. nursg., Dimotikon 
Nosokomeion, “Elpis,” Athens. 


Applications Received For Institutional 
Membership 


St. Joseph’s Hospital Phoenix 


Lake Wales Hospital :........5..3..: Lake Wales 


Chicago 
Kankakee 


Kenner Hospital 
St. Mary’s Hospital 


Botiowse Tiewnttel. 1. co hc dieesweee Muscatine 
gg errr se Pere Tre Albia 
Ottumwa Hospital Ottumwa 


St. Francis Hospital Waterloo 


Kentucky 
King’s Daughters’ Hospital............. Frankfort 


Riverside Hospital Paducah 


James Lawrence Kernan Hospital........ Hillsdale 


Michigan 

Bay City 
Ee ey ere. Lakeview 
Parkside Hospital Detroit 
ee ee Escanaba 


Bay City General Hospital 


St. joeupla Moteital. .. seco. co iinet Hancock 


New Hampshire 
Whitefield 


Morrison Hospital 


New Jersey 


Atlantic Shores Hospital Somers Point 


New York 


Northwoods Sanatorium............Saranac Lake 
Schenectady City Hospital............ Schenectady 


116 


North Carolina 


Brunswick County Hospital............ Southport 
Lincoln Hospital Durham 


St. Luke’s Hospital Tryon 


Oe | es Logan 
Chiiicotiee Fioepiial 2... 66 eee aes Chillicothe 


Pennsylvania 


Adrian Hospital Punxsutawney 
Children’s Hospital of the Mary J. Drexel 
Philadelphia 
Columbia Hospital Columbia 
Homeopathic Hospital of Pottstown Pottstown 
Philadelphia 


Pottsville 


Skin and Cancer Hospital 
Lemos B. Warne Hospital 


Virginia 
Dixie Hospital and Hampton Training 
SE TOT DG os oes eK anwegn ds Hampton 
Martha Jefferson Hospital and Sanitarium 


Jt oa tne eas Sine nic ee nS oa Charlottesville 


West Virginia 


General Hospital Weston 


Staats Hospital Charleston 


Bellin Memorial Hospital Green Bay 
Luther Hospital Eau Claire 
Park Falls Hospital Park Falls 
Prairie du Chien Sanitarium-Hospital.... 


Prairie du Chien 


Royal Prince Alfred Hospital Sydney, N.S.W. 
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Blanket Stocks Depleted 
WILLIAMS’ QUALITY | Price Advance Imminent 


TRAINING SCHOOL OUTFITS) For Protection—ORDER NOW! 





Let us show you 
what our service 
can do for your 
school. Write for 
catalog “HT”’. 








Member of the Hospital 
Exhibitors’ Ass’n 











Designers and manufacturers since 1876 


246 South 11th Street Philadelphia, Pa. 

















The New Hospital 
STOPPER-TITE 
Hot Water ‘Bottle 


We now have a 
rubber stopper 
which is a part 
of the bottle 
which can not 
be lost or mis- 
placed. The 
tightening of ° 


the wing - bolt 
distorts the rub- 
ber stopper so 
that it hugs the 
ring in the 
neck in an ab- 
solutely tight 
and non-leaking 
closure. 

The stopper be- 
ing the same 
quality of rub- 
ber as the body 
of the bottle 
and having no 
friction such as 
screwing or un- 
screwing will 
last for the life 
of the bottle 
and at all times 
be dependable. 


The blanket situation is serious. Many pat- 
terns have already been withdrawn by the 
mills. If you have not ordered your fall re- 
quirements, we suggest immediate action. 


Our stocks still offer variety at favorable 
prices. All White Knight blankets have been 
selected because of their distinct suitability 
for hospital service. We shall be glad to 
submit samples and prices. 


But, let us again urge quick action. 


WILL ROSS INC., Wholesale Hospital Supplies 
779-783 N. Water Street Milwaukee, Wis. 


WHITERS KNIGHT 
HOSPITAL LINENS 
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STOPPERLESS WATER BOTTLE Co. 
Manufactured by 


A. G. SPALDING & BROS. Chicopee, Mass. 

















The Hospital Book Shelf 


TRANSACTIONS OF THE AMERICAN ‘THERAPEUTIC 
Society. Vol. XXXIV. Louis Faugeres Bishop, 


Editor. Published by the Society. 1934. 


A collection of twenty-four scientific papers pre- 
sented, read before the 35th annual meeting of the 
Society at Cleveland, Ohio, June 8 and 9, 1934. 


——<g——— 


FREE Mepicat Care. By E. C. Buehler. Noble & 
Noble, Inc., New York City. 1935. $2.00. 


This book was written as a guide to the high school 
student in his study of this subject for debate. It 
contains the principal arguments, as offered by the 
states, for and against free medical care or socialized 
medicine. 


~ 


HospitaL ACCOUNTS AND FINANCIAL ADMINISTRA- 

' TION. Capt. J. E. Stone, M.C., F.S.A.A., F.S.S., 
F. R. Econ. S. Faber and Faber, Ltd. 21s net. 
2nd ed. 1936. 


The organization and administration of English 
hospitals is far more complicated than that to which 
American hospitals are accustomed. The commit- 
tees of the governing board take such an active hand 
in the details of budget making and financial control 
that it complicates even while it safeguards the 
financial administration of the institution. 


Captain Stone’s very comprehensive and authori- 
tative treatment of the entire subject must therefore 
be read by the American hospital executive with 
these facts in mind. This book is the most complete 
exposition of the subject which has been published, 
and Captain Stone’s long experience and study in 
the field assures its soundness, 


The basic principles and the practical procedures 
—all illustrated with the proper forms and typical 
entries—are such as should form the basis of the 
accounting in all hospitals. Planned for the large 
institution, it covers all the contingencies .but can 
still be simplified for application to the smaller in- 
stitution. 


With the imminence of its adoption as the official 
‘Scheme for International Hospital Accounting” by 
the International Hospital Association this book bids 
fair to prove quite as much a milestone in hospital 
accounting as did the first publication of “Uniform 
Accounting and Statistics’ in the United States 
nearly three decades ago. 


Tue Art OF MINISTERING TO THE Sick. Richard 
C. Cabot, M.D., and Russell L. Dicks, B.D. $3.00. 
Macmillan Company. N.Y. 1936. 


Doctor Cabot was the first great clinician to rec- 
ognize the need for and to organize the means to 
include adjustment of social and environmental 
conditions in the treatment of the sick. It is but 
natural that he should likewise recognize the benefit 
of such mental and spiritual comfort as the minister 
can contribute to the patient’s welfare. 


Reverend Dick’s service as clergyman to the Mas- 
sachusetts General Hospital has given him a sound 
clinical viewpoint without sacrifice of the spiritual 
values needed for his office. 


The combination and coordination of the two 
angles of approach have done much to promote the 
treatment of the patient as an individual rather than 
just a “case.” 


The democracy of diction used in the book is in 
itself indication of the depth of human tnderstand- 
ing which the authors have gained and which enables 
them to present their subject in an unusually clear 
and impressive manner. Their thesis covers a phase 
of the medical social service of the hospital to which 
the busy administrator or social worker might well 
give more attention with benefit to both patient and 
hospital. 


TEXTBOOK OF PsycHIATRY—2nd Ed. Arthur P. 
Noyes, M.D. $2.50. Macmillan Company, New 
York. 1936. 


The trend toward the treatment of psychiatric 
patients on a hospital rather than a simple custodial 
basis has much increased the demand for nurses with 
special training in psychiatry. 


Dr. Noyes’ long and successful experience gives 
him special qualification for presentation of the sub- 
ject. His discussion of the development and func- 
tioning of normal mental processes lays a sure foun- 
dation on which to base his discussion of the ab- 
normal. 


Having thus provided a sound orientation he fits 
the nurse into the picture and discusses her func- 
tions and procedures in the treatment of each of the 
major groups of mental cases. 


The diction is simple and clear. The use of ital- 


HOSPITALS 








THERMOMETER 
OUTLASTS 


Acknowledge the leader 
in ether vapor ti x The Herb-Mueller 


apparatus as illustrated has met. the universal approval of a 
leading institutions as being the best machine specially de- 
signed for heavy duty hospital service—Dependable—Sturdy as 


construction—Beautiful finish throughout—truly the last word 


mp ern hd : THERMOMETERS 


HEN you know the answer to that 

question, you will use nothing but 
Tempglass Thermometers. Then you 
will save money — and at the same 
time you will put into service as fine, 
accurate and dependable thermometers 
as money can buy. 








Tempglass Thermometers cost less to 
use, not because of lower price — you 
simply couldn't make a good thermome- 
ter like Tempglass at a'so-called “cheap” 
price—but because of an exclusive proc- 
ess of manufacturing which makes them 
tougher and stronger and enables them 
to ACTUALLY OUTLAST TWO ordinary 
thermometers .. . Figure thermometer 
costs by the year — not by the dozen. 
Cut thermometer costs with Tempglass. 


TEMPGLASS 


Prices: 
Per Dozen Per Gross 


No. 1 Standard Cylinder Bulb $6.50 $72.00 
No. 2 Snub Nose Bulb 6.50 72.00 
No. 3 Pear Bulb Rectal 6.50 72.00 


VELVET Stainless Steel NEEDLES 








4 Cannot rust, corrode nor 
INVESTIGATE—write today, for complete descriptive literature tarnish. Razor sharp 
—Special hospital bulletin sent upon request. points. Fit all Luer type 
. : : syringes. Each in cello- 
Quality Hospital Supplies phane envelope to pro- 

P tect it. 12 of size to box. 
Prices from $1.25 to $2 


VALV.N Ol ne pep EASY TO HANDLE 


SURGEONS’ INSTRUMENTS — \Digygc/ OGDEN AVE. ~ VAN BUREN and 
HOSPITAL SUPPLIES & EQUIPMENT HONORE STREETS » CHICAGO, ILL. FAICHNEY INSTRUMENT CORP. 
DESIGNERS ~ MAKERS - IMPORTERS 
WATERTOWN, NEW YORK 
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ics for the technical vocabulary of psychiatry and 
the glossary at the end of the book all tend to make 
it unusually readable and understandable to the stu- 
dent without previous familiarity with psychiatry. 


The book is not only fitted as a textbook for 
nurses taking special training in psychiatric nursing 
but is admirably suited for use as a rudimentary 
reference book for student nurses in general train- 
ing, for medical students and interns in general hos- 
pitals and for physicians in general practice. 


——__—_<———— 


MANUAL OF SURGICAL SUTURES AND LIGATURES. 
Davis and Geck. 1936. 


This little manual gives the complete story of the 
suture. The history of the present day methods of 
manufacture and their scientific basis, methods of 
operating room preparation and use are all clearly 
set forth in detail. Especial consideration is given 
to the proper selection of the proper suture for each 
type of wound, types of knots are illustrated and 
such questions as rupture of wounds, secondary 
hemorrhage after ligating arteries, and post-opera- 
tive infection are given the study they deserve. 


This manual should be in the hands of every 
surgical nurse as well as surgeon and its lessons 
should be well learned. It can be obtained gratis 


by addressing Davis and Geck, Brooklyn, New York. 


een ee 


FUNDAMENTALS OF PERSONAL HyGIENE—INCLUD- 
ING THEIR PracticAL APPLICATION TO HEALTH- 
FUL Livinc. By Walter W. Krueger. 2nd ed. 
rev. Saunders Company, Philadelphia. 1936. 
$1.75. 

This textbook considers everyday problems of 
healthful living and everyday problems of teaching 
healthful living in a simplified manner. The au- 
thor’s long experience in teaching personal hygiene 
has enabled him to present the important principles 
in a way so impressive that the student may easily 
construct for himself a rational health program. 
From this clear and orderly presentation of the fun- 
damentals of hygiene the student acquires the art of 
healthful living. 


This book considers especially those phases of per- 
sonal hygiene that are vital to the well-being of the 
individual, presenting each phase so that good health 
habits will become an active, functioning part in the 
student’s daily life. A special feature of the book 
is the emphasis on mental health, which encourages 
the student to form correct attitudes, ideals, and de- 
sires, 


Tue S1zE oF Catcut—ItTs RELATION TO WouND 
Heauinc. Davis & Geck, Brooklyn, N. Y. 


Based on the findings of Drs. Edward L. Howes 
and Samuel C. Harvey of Yale University, this lit- 
tle booklet is essentially a plea for surgeons in gen- 
eral to heed the advice of the masters of the art, to 
use smaller sizes of catgut. 


There is no point in using a suture whose strength 
is materially greater than that of the tissue it is ex- 
pected to hold. Thus a No. 1 catgut has ten times 
the holding strength of fascia and the 000 or 00 has 
more strength than subcutaneous tissue. Use of the 
smaller sizes permits smaller knots thus reducing the 
bulk in both ways. 


It should be realized that the absorption of catgut 
involves the digestion of its collagen and during this 
process certain toxic proteid products occur which 
have a definite irritant effect and which may result 
not only in serum collections but in actual local tis- 
sue necrosis. Small sizes of catgut produce less 
trauma at insertion, less irritation during absorp- 
tion, permit smaller knots and better approximation 
of tissues and are less likely to be tied under ex- 
cessive tension with its interference with circulation 
and resultant necrosis. 


INTRODUCTORY SOCIOLOGY FOR STUDENTS OF NuRS- 
ING. By Daniel H. Kulp, Ph.D. Macmillan Com- 
pany, New York City. 1936. $2.50. 


The author of this book taught introductory so- 
ciology to graduate nurses at Teachers College, New 
York for thirteen years. 


Dr. Kulp says that the material presented in this 
book aims to provide analytical and explanatory de- 
scriptions of nursing performance, situations, and 
problems which confront the nurse in her dealings 
with people. 


Its object is to help the nurse first, to understand 
herself, her colleagues, and patients as human be- 
ings ; second, to render a superior professional serv- 
ice; and third, to recognize the need of further 
growth through constant and continuous study of 
these problems. The author believes that sociology 
should have an equal place in the nursing curricu- 
lum with biology and psychology; he says, “A pa- 
tient is more than organs and nerves, being a per- 
sonality to be understood in terms of human striv- 
ings and against the background of the groups that 
make up his social world.” 
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HELPFUL INFORMATION 


Chhout “sre 
Jaks 
. 2 


BLANKETS 

BATH TOWELS 
The Applegate System is the result of 38 
years’ experience. Let us tell you about it. 


It is important, from a time-saving stand- 
point, that the ink used should be 
Approved by American College of 
Surgeons 


Attention! 


Hospital Superintendents 


INDELIBLE and instantly seen. Depart- 
ment mark should be plainly visible for 
the full life of the goods. This will save 
many days of sorting time each year. 


If you have not received 


our special offer to assist you 





in your refurnishing program, 


notify us immediately. 


APPLEGATE’S 
(Heat Required) 


This silver base 
marking ink will 
never wash out— 
will last the full 
life of any cloth 
fabric. 


XANNO 
(No Heat) 
Will last many 
washes longer 
than any other 
ink NOT requir- 
ing heat to set. 











» LOW PRICED MARKERS 
Costs only 3c per dozen to mark linens with our efficient, speedy marker 
Foot Power Marker $30.00 Hand Power Marker $20.00 
We will gladly send you free catalog and sample impression slip. 


APPLEGATE CHEMICAL CO,, 5630 Harper Ave., Chicago, Ill. 


APPLEGATE'S 
INKS& MARKERS 


AN 2 I'VE WRITTEN THAT LETTER ASKING THE 
WE CAN'T SEEM TO KEEP UP AMERICAN TO SEND THEIR LAUNDRY ADV 

TO SCHEDULE SINCE THOSE ADVISOR. 

EXTRA BEDS WERE ADDED. 


STICKLEY BROTHERS CORP. 


Grand Rapids, Michigan 
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FINE! I'LL BE ZS 
LOOKING \ 
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Sigua eee tes ist 
5 JOE'S GRIN ANSWERS THAT— 
25% MORE WORK A WEEK IN 
TWELVE HOURS LESS TIME. 


AND HOW ARE 
THINGS GOING? 








JOE, THIS IS THE MAN 4 
FROM THE AMERICAN 
YOU'VE BEEN EXPECTING. 


| SUPPOSE YOU'VE HEARD 
THE GOOD NEWS, JOE. 


YES, THE BOARD 
APPROVED YOUR 
RECOMMENDATIONS. 
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Of Special Interest to the Buyer 


THIS DEPARTMENT is always interested in 
new products which will improve hospital service. 
It does not matter how small the product or what 
department of hospital service will be interested, a 
new way to get better results is news. So when 
Squibb announces a new indicator for use in acid- 
emetry and alkalimetry, we know your laboratory 
is placed in a position to improve its service, in one 
detail at least, and that you as a reader of this 
magazine and as a buyer for your hospital will be 
interested. Squibb announces that this new and very 
sensitive indicator is used for both titration pur- 
poses and as an indicator of hydrogen ion concen- 
tration. It means something to be able to determine 
in not more than two minutes whether a solution 
has an acid, alkaline or neutral reaction, and in 
approximately what degree. Squibb calls this prod- 
uct Nitrazine. For general chemical purposes and 
for biological purposes, here is a product worth con- 
sideration. It comes in paper strips, or as 0.1 per 
cent solution in dilute alcohol. 


—_—~<—___. 


OUR ATTENTION was focused recently upon 
an item in the new Kinetometer catalogue published 
by The Heidbrink Company. Their new cabinet 
model takes the entire anesthesia apparatus and en- 
closes it within a dust proof cabinet except, of course, 
the flow-meters and tank-yokes. A single lock con- 
trols entrance to any part of the cabinet through a 
disappearing door. There is constant automatic 
registration of gas pressures remaining in the tanks. 
The cabinet is finished in baked silver-green enamel 
with chromium plated trim. Four large drawers 
provide ample space for equipment extras and linen. 
The complete outfit including gas tanks is mounted 
on noiseless ball-bearing swivel casters for easy 
mobility. This ought to make for greater efficiency 
in anesthesia technique. 


—_———_. 


ONE GETS EXCITED when one reads that a 
research man has developed a lamp with germicidal 
rays for preventing the growth of mold and bac- 
teria on the surface of meat aged at relatively high 
temperature and high humidity. Dr. Robert F. 
James of the Westinghouse Lamp Co., who devel- 
oped this new device says that tests indicate that 
the lamp can also be used to sterilize conditioned air. 

The lamp i$ a new low-wattage gaseous conductor 
device which produces radiations germicidal to mold 


spores in the air. It is known as the “Sterilamp.” 
Results obtained show that meat can be aged at 10 
to 15 degrees higher temperature and in about one- 
third the time. It is also used on bakery goods. A 
hospital can buy its meats green and serve it tender- 
ized. The radiation has unusual possibilities in insect 
control. It repulses fruit flies, roaches, and grain 
weevils. These insects refuse to enter the area 
exposed. 


ee 


BLOOD TEMPERATURE electrically produced 
for dextrose and saline infusions is what is offered 
by Infus-o-therm, Inc. It is an efficient looking 
device and, it is claimed, accurately maintains nor- 
mal blood temperature, constantly and indefinitely. 
The manufacturers give a very complete description 
of the manner in which it operates. 


———_—— 


IF YOU USE paper towels in your building, you 
will have a special interest in the new Turn-Towel 
cabinet recently introduced by Bay West Paper Com- 
pany. It was designed with the idea of cutting wash- 
room expense. Everyone knows that one of the prob- 
lems wherever paper towels are used is the control 
of the supply to the individual user. This has always 
been something with: which to contend. The Bay 
West people seemed to have solved it. The device 
is based on tests which showed that making it harder 
for the user to obtain a towel cuts*towel consump- 
tion, as compared with use of ordinary types of 
folded paper towels. With “Mosinee Turn-Towels” 
the user must first push a lever on one side of the 
cabinet, then turn a hand crank on the other side 
until it stops, and last, tear off the towel against a 
cutter-edge. A roll of non-perforated sulphate kraft 
paper is held in the cabinet. Paper is fed between 
rollers, a small roller providing tension against a 
large roller to which the hand crank is attached. The 
roll is supported in the cabinet by an ingenious ar- 
rangement, one side of the roll having a metal core- 
end which makes filling easy and assures the roll be- 
ing placed in the cabinet properly. The other side 
of the roll is held by a bracket which slides to permit 
easy insertion of a new towel roll. The cabinet is 
of all-metal construction with a mirror front. It 
opens outward, and when closed is locked against 
tampering. In operation, the hand crank turns two 
revolutions to deliver 1034 inches of paper. Tearing 
off the paper trips an automatic release which again 
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Hospital Organization, 
Management and 
Departmental Problems 


are thoroughly treated in . 
Dr. Warren P. Morrill’s 


HOSPITAL MANUAL 
OF OPERATION 


As Dr. Winford Smith, superintendent of Johns Hop- 
kins Hospital, points out in the foreword: “For those 
preparing for this highly specialized field of hospital 
administration . . . this manual should be particu- 
larly valuable as a guide and reference book .. . 
yet even the older, seasoned administrator will find 
it profitable to read this book and will inevitably find 
in it food for thought and incentive to check upon 
the methods now in use in their own institutions.” 


Dr. Walter E. List, in reviewing the book in the 
American Journal of Nursing, said: “A copy of this 
book should be on the bookshelf of every hospital 
administrator.” The price is low, only $3.00, and 
the bibliography at the end of each chapter sends the 
thoughts of the alert reader into many new fields. 


Hospital Manual of Operation—Morrill—$3.00 


Lakeside Publishing Company 
Publishers of 
The Trained Nurse and Hospital Review 
468 Fourth Avenue New York City 























What of your NURSING service? 
Is it as up-to-date as your 


buildings and equipment? 


The official magazine 


of the 
AMERICAN NURSES’ ASSOCIATION 


will help you to make it so. 
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AMERICAN JOURNAL of NURSING 


50 West 50th Street 
NEW YORK CITY 
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“Home-Bed” Rest 


Is Given By The 
Hall Floating Spring 





This new spring offers the utmost in physical 
comfort that can be obtained in a hospital bed 
—regardless of the changeable positions of a 
Gatch-type spring. 


It offers a super-elastic buoyancy for any 
body weight in any position—without one cross 
support in the entire spring to limit its resiliency. 
Finely tempered, hour-glass coils form the 
cushion of the spring. Construction is such that 
every coil is always upright, regardless of posi- 
tion the spring is in. Side tension springs support 
the hour-glass spring cushion. It is actually a 
“floating spring.” 

Get all the facts about this modern improve- 
ment in the Gatch-type spring . . . for there are 
many more, including durability and economy. 
Write for illustrated literature about Hall 
“Floating” Spring. 


v 


FRANK A. HALL & SONS 
NEW YORK CITY 


OFFICES: SALESROOMS: 
118-122 BAXTER ST. 25 W. 45TH ST. 


Member of Hospital Exhibitors Association 
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sets the machine in operation. A panel on the face 
of the cabinet indicates continuously the amount of 
towel material available. 


—— 


AN ENVIABLE REPUTATION for expert 
work in short wave therapy makes Dr. Erwin 
Schliephake an outstanding European authority. 
Naturally the apparatus he uses excites an enormous 
amount of interest. The Adlanco X Ray Corpora- 
tion sends us a description of the “Ultratherm,” an 
tion sends us a description of the “Ultratherm,” 
which they maintain enables physicians to duplicate 
the amazing results obtained by Dr. Schliephake 
every day. 

chabinaatiedaa 

POWEL CROSLEY, JR., the president of the 
Crosley Radio Corporation, has developed the idea 
of a new canopy for the cool-rest bed cooler made by 
the Crosley Corporation. Hospitals catering to 
asthma and hay fever cases will be interested. This 
canopy differs, they tell us, in both design and con- 
struction from the standard type. It is especially 
suitable for those people who dislike their heads 
covered while sleeping. By simply twisting a little 
clamp at the support brace the support nearest the 
head of the bed may be pushed down and shortened. 
This shortened support brings the canopy only to 
the shoulders, leaving the head exposed. It is 
pointed out, however, that persons under treatment 
for relief from hay fever, asthma, or similar condi- 
tions, should always keep the canopy entirely over 
the head. The advantages of such canopy control 
are obvious. Extending very little above the bed 
level, the new canopy has an attractive appearance. 
It is complete within itself, with supports and cover- 
ing. The three supporting bars, braced together at 
the bottom, are easily and quickly set on the bed 
rails. The canopy is tied to these supporting bars. 
A light spring in the hem of the band around the 
opening to the canopy makes it a simple matter to 
fasten or unfasten it to the cooling unit. The unit 
is easily pushed away when desired. 

sninialiagiioaniin 


WE SAW A DEMONSTRATION the other 
day of something entirely new in venetian blinds. 
The dramatic feature is that they have a foundation 
of brass nickled chain tape which the makers claim 
is indestructible and rustproof. The slats may be 
had in metal or wood. They are readily removable, 


have no holes or cuts. The slats are held firmly in 
position, which prevents warping and twisting. The 
blind can be closed positively tight so that you have 
complete control of light and control of air. The 
blind is controlled by a very fine brass nickled chain 


cord. Made especially for southern homes on the 


same principle, is an all metal blind which is put up 
on the outside of the window so that the sun can be 
kept from shining on the glass window. It is oper- 
ated by chains from the outside. You get whatever 
breeze there is and can regulate the flow of the 
breeze without letting in the heat of the sun. Here 
is what looks like the last word in venetian blinds, 
with all the pleasure they give and without the fuss 
and annoyance and the dirt of the cotton tape kind. 

The National Chain Tape Venetian Blind Com- 
pany are now showing this blind. They are affiliated 
with the National Lock Company. They are prepar- 


‘ing to interest hospital superintendents because their 


product seems to be especially well suited for insti- 
tutional use. Easy to keep in sanitary condition, 
even fumigated and sterilized, are features which 
they stress. 


—_—_————— 


A NEW AND MOST PRACTICAL contribu- 
tion to the hospital bed is the new patented Stick- 
ley Bed Guard recently introduced to the hospital 
field by Stickley Bros. Corp. 

This new guard prevents the patient from rolling 
out of bed. The new guard is particularly effective 
in controlling delirious or irrational patients, in blind 
cases, and notably in the prevention of falls among 
elderly patients. 

This guard is easily attached to the sides of any 
wood or metal bed providing a standard length bot- 
tom is used. Its operation is simple. It can be 
raised or lowered with a minimum of effort by rais- 
ing a lever device on the guard itself placed near 
the foot end, away from the patient’s hands. This 
lever device operates a plunger-rod encased in a 
smoothly finished housing which runs the full length 
of the guards. The ends of the plunger-rod rest 
respectively on supports fastened to the head and 
foot end posts of the bed. These support plates are 
securely screwed or (in the case of metal beds) 
clamped into position on the posts. 

A noteworthy advantage in connection with this 
new Stickley bed guard is that although the guards 
need not be purchased for every bed, the beds 
throughout the hospital may be equipped at very 
reasonable cost with the Stickley support plates or 
clamps. With the supports in place, the Stickley 
guard can be quickly attached on whatever bed is 
needed. When no longer in use, the guards may 
likewise be removed. 

The Stickley bed guards moreover are equipped 
with heavy canvas restraining straps, properly 
spaced, which fasten with snaps to the tops of the 
guard rails. These straps serve as an additional re- 
straint in preventing the patient from raising him- 
self out of bed. 
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Hospital Executives 


Do you know that 


NURSES 


for all types of positions 
can be secured through 
the 


NURSE PLACEMENT 
SERVICE? 


Write us immediately. 
Particular attention 
given to problems con- 
cerning schools of nurs- 
ing faculties. 


NURSE PLACEMENT SERVICE 


Room 513, 8 South Michigan Ave. 
Chicago, Ilinois 
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MANUFACTURING WHOLESALE GROCERS 
CHICAGO BROOKLYN 








THE 
AMERICAN DIETETIC ASSOCIATION 


maintains a Placement Bureau to assist 


HOSPITAL EXECUTIVES 


to find well-trained, competent 


DIETITIANS 


for their institutions 


All registrants aré Association members whose 
credentials have been fully investigated. Only mem- 
bers carefully selected for the particular position 


are notified of vacancies. 


Write the 


PLACEMENT BUREAU 


The American Dietetic Association 
185 North Wabash Avenue 


Chicago, Illinois 














USE 
The Classified 
Advertising Columns 


Readers will find the classified 
advertising columns in this 
magazine of value when seek- 
ing help or a new position. It 
may also be used to advertise 
the sale of used equipment. 


The classified section has been 
created to serve the entire hos- 
pital field in the United States 
and Canada. A flat rate of 
eight cents a word (with a mini- 
mum of twenty-five words) is all 
that is charged for this service. 


Let it serve you. 
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CLASSIFIED ADVERTISEMENTS 


RATES: Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 
* number of 5 words. All answers to keyed advertisements will be forwarded. Classified advertising copy 
must be received at the office of HOSPITALS, 18 E. Division St., Chicago, Illinois, by the fifteenth of the month preceding issue. 


THE FOLLOWING CLASS OF ADVERTISEMENTS WILL BE ACCEPTED: 


POSITIONS WANTED. 
POSITIONS WANTED THROUGH PLACEMENT BUREAUS. 
POSITIONS OPEN. 


POSITIONS OPEN THROUGH PLACEMENT BUREAUS. 
SCHOOLS, SPECIAL INSTRUCTION, ETC. 
FOR SALE. 


Commercial announcements accepted at the same rate. Remittance must accompany classified advertisements. 





CONSULTANTS 


POSITIONS OPE N—(Continued) 





Charles S. Pitcher 
Hospital and Institutional Consultant 
1521 Spruce St. 
Philadelphia, Pa. 





POSITIONS WANTED 





ADMINISTRA TOR—SUPERINTENDENT—Thoroughly qual- 
ified by practical experience. Past twelve years success- 
fully directed well-known Eastern hospital. AVAIL- 
ABLE IMMEDIATELY. Address GA HOSPITALS. 





REGISTERED MEDICAL TECHNOLOGIST; woman_ of 
forty years; good executive ability; splendid personality; 
two years of medical school; fourteen years’ hospital ex- 
perience. Understands hospital administration. DE- 
SIRES POSITION AS SUPERINTENDENT OF HOS- 
oath folks’ or children’s home. Address HA HOS- 

ALS. 





INTERSTATE PHYSICIANS & HOSPITAL BUREAU 
Mary E. Surbray, R. N., Director 
332 Bulkley Building 
Cleveland, Ohio 


ANAESTHETIST: Graduate nurse. Post-graduate, Lake- 
side School of Anaesthesia. Graduate large Ohio hos- 
pital. Age: 35. Experience: 8 years general supervisor; 


7 years chief anaesthetist, 650-bed hospital. 


DIRECTOR OF NURSES: Medium size school or first as- 
sistant in large school. B.S. degree; graduate university 
hospital Age: 33. Experience: 2 years instructor; 6 
years assistant and instructor. Available for appoint- 
ment. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Top Floor, Pittsfield Building 

Chicago, Illinois 


DIRECTOR OF NURSES—B.S. and graduate nurse degrees, 
state university; year of supervising, Yale; three years’ 
instructing; five years, director of nurses, 225-bed hos- 
pital. No. 261 


ADMINISTRATOR—Graduate nurse; seven years, superin- 
tendent, 110-bed hospital; five years, administrator, me- 
dium-sized hospital; operated by group of physicians; 
has successfully reorganized several well-known hos- 
pitals. No. 262 


INTERSTATE PHYSICIANS & HOSPITAL BUREAU 
Mary E. Surbray, R. N., Director 
332 Bulkley Building, 
Cleveland, Ohio 


DIRECTRESS OF NURSES: 400-bed mid-western hospital. 
College graduate, experienced in schools of nursing. 
pen. 


ASSISTANT DIRECTOR OF NURSES: College credits. 250- 
bed hospital, university connection. Experience required. 
(b) Assistant Director of Nurses (Second): 250-bed New 
York hospital, opportunity to attend Teachers College. 
Very desirable hours. 


INSTRUCTOR OF NURSES: 250-bed Michigan hospital. 
Open August. (b) 135-bed New York State Hospital, 
university connection. Salary $125. 


PRACTICAL INSTRUCTOR: 250-bed Pennsylvania hospital. 
(b) catia: Wisconsin hospital. (c) 250-bed Ohio hos- 
pital. 








POSITIONS OPEN 





THE MEDICAL BUREAU has available a splendid group of 
physicians and surgeons, hospital administrators, gradu- 
ate nurses, social workers, dietitians and laboratory 
technicians; all credentials investigated thoroughly; serv- 
ice gratis to employers. The Medical Bureau (M. Bur- 
neice Larson, Director), Pittsfield Building, Chicago. 


NEW YORK MEDICAL EXCHANGE (agency) 
Patricia Edgerly, Director 
489 Fifth Avenue 
New York City 


ASSISTANT SUPERINTENDENT, physician, Jewish Hos- 
pital, New York City, open. 


ANAESTHETISTS—(A) Dentist’s office, Connecticut. (B) 
New Jersey, $130 and maintenance. (C) Westchester, 
$100 and maintenance; (D) Wisconsin, $55 and mainte- 
nance; (E) Idaho, $90 and maintenance; (F) Texas, $85 
and maintenance. (G) Pennsylvania, $100 and mainte- 
nance. (H) Massachusetts, $100 and maintenance. (1) 
Connecticut, $75 and maintenance. (J) Long Island, $125 
and maintenance. (K) New York City, $115 and mainte- 
nance. 


INSTRUCTRESSES—Many, many openings for practical and 
science instructresses, East, South, and Middlewest, too 
many to list. 


SUPERINTENDENT OF NURSES and Assistant to Super- 
intendent, hospital Long Island, salary open. 


SUPERINTENDENT OF NURSES and Assistant to Super- 
intendent, 50-bed hospital, Brooklyn, salary open. 


SUPERVISORS—Obstetrics and operating room, with post 
graduate work, many openings in New England, in and 
around New York, New Jersey, Pennsylvania, Wisconsin. 


X-RAY TECHNICIAN, relief, New York City, $100. 


X-RAY AND LABORATORY TECHNICIANS—(A) Brook- 
lyn, salary open. (B) Pennsylvania, $75 and main. (C) 
Connecticut, $75 and main. (D) Wisconsin, $65 and main. 


WARD INSTRUCTORS, one for medical unit and one for 
surgical, Catholic, degree, outstanding hospital in New 
York City, salary $100 and up. 


(Continued on page 128) 
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Reservoir of Research 


CONNECTING WITH YOUR HOSPITAL 









ayEXiy, The combined facilities of members of the Hospital Exhibitors’ 
Sy AN Association represent one of the world’s most important research 
Le) 9 resources, but connected intimately with your hospital. These re- 
* re sources do not come to you in formal reports of pure science, 
Ociat* but are embodied in concrete new products or in improved 


products, ready to your hand. Months and years of study, search 
and test are poured into their creation. Millions of dollars invested 
in equipment and in brains are the foundation necessary before 


research can function as a tool of modern industry. 


Important advances in surgical practice have come out of this 
reservoir. Improvements have flowed from it which have reflected 
in immeasurable increases in the scope and effectiveness of the 


Hospital’s ministrations to mankind. 


The history of the research carried on steadily by Hospital Ex- 
hibitors’ Association members is linked indissolubly and intimately 


with the history of hospital achievement. 


This is number 5 in a series of advertisements being published H O S P ] T A L 


with the cooperative approval of the Catholic Hospital Asso- 
ciation and the American Hospital Association, representatives 
of which comprise a Consultation Committee, together with 
representatives of the Hospital Exhibitors’ Association. The E = H | B | T O R S 4 
purpose of this committee is to serve as a clearing house on 


matters of mutual interest suggested by these advertisements. 


Address your inquiry to Consultation Committee in care of 
this magazine. AS SOCIATION 
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THE MEDICAL BUREAU 


M. Burneice Larson, Director 
Top Floor, Pittsfield Bldg. 
Chicago, Illinois 


DIETITIANS—(a) Sufficiently experienced to head depart- 
ment, 125-bed hospital; Texas. (b) For teaching and 
special diets; teaching hospital; East. (c) Dietitian- 
housekeeper; college trained woman thoroughly experi- 
enced required; West; $140, maintenance. (d) Assistant 
administrative dietitian to supervise kitchen feeding 300 
nurses; some teaching; minimum three years’ experience 
required. No. 250 


TECHNICIANS—(a) Laboratory technician to head labora- 
tory, fairly large hospital, Pacific Coast; must be thor- 
oughly experienced; $120, complete maintenance. (b) 
X-ray and laboratory technician; small hospital; South; 
$125, maintenance. (c) X-ray and laboratory technician 
(registered) degree required; department a by 
nationally known pathologist. 251 


DIRECTOR OF NURSES—Thoroughly experienced; degree 
required; 250-bed hospital; most desirable location. 
No. 252 


ADMINISTRATORS a) Physician, graduate of class A 
school, thoroughly qualified by training and experience 
to take charge fairly large hospital. (b) Assistant su- 
perintendent, university hospital; young physician inter- 
ested in hospital administration required. No. 253 


INSTRUCTORS—(a) Science; duties include assisting super- 
intendent, of nurses; four hours’ teaching daily; one of 
finest schools in South; degree required. (b) Practical; 
50 students; Pennsylvanian preferred; $120, maintenance. 
(c) Small school; Chicago vicinity. (d) Science and prac- 
tical; full or part time; may continue work at Columbia; 
New York. (f) Assistant instructor; children’s hospital; 
recent graduate with degree eligible. (g) Practical; 
graduate work in teaching or considerable experience re- 
quired; general hospital; 250 beds, 100 students; modernly 
and splendidly equipped nurses’ home and _ teaching 
units. (h) Practical who will serve as assistant director 
of nurses; excellent working and living conditions; Michi- 
gan; $125, maintenance. (i) School of 90 students hav- 
ing college affiliations; capital, western state. No. 254 


ANAESTHETISTS—(a) Thoroughly experienced; one of 
leading hospitals, Chicago area. (b) Anaesthetist, quali- 
fied in surgery and, if possible, obstetrics; children’s 
hospital; most desirable location. (c) Anaesthetist-Su- 
perintendent; small hospital; northern California; $110, 
maintenance. (d) Assistant anaesthetist; opportunity to 
learn x-ray; small municipal hospital; East. (e) Chief 
anaesthetist; one of California’s leading eet 258 

0. co 


SUPERVISORS—(a) Medical; will be responsible for teach- 
ing and supervising three medical floors; large teaching 
hospital; some college training required. (b) Obstetrical; 
new floor, not quite completed; fairly new hospital; $90, 
maintenance. (c) Pediatric and obstetrical; university 
hospital; degree required; West. (d) Surgical division of 
45 beds; 250-bed hospital; East; $90, maintenance. (e) 
Operating; large municipal hospital; southern metropolis; 
$115, maintenance; early increase. (f) Central supply; 
large hospital; Midwest. (g) Night; 200-bed hospital; 
New York. (h) Pediatric; large teaching hospital; Gulf 
Coast. No. 256 


SUPERVISORS—(a) Operating room; university hospital; 
all-graduate staff; no training school; extensive experi- 
ence required. (b) Pediatric; children’s home (new), 
maintained by Junior League; attractive and modern 
nurses’ home to be built soon. (c) Obstetrical; fairly 
large hospital; Texas. No. 257 


THE MEDICAL BUREAU—{Continued) 
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ASSISTANTS—Assistant director of nurses; 275-bed hospital; 
degree and administrative experience required; weg 
$125, maintenance. No. 258 


ADMITTING OFFICER—Graduate nurse required; previous 
experience desirable; college training advantageous; large 
eastern hospital. No. 259 


NURSES—General duty; hospitals of various bed capacities; 
all sections of country; four-year high graduate with 
approved training required. No. 260 





Aznoe’s Central Registry 
30 North Michigan Avenue 
Chicago, Illinois 


SUPERINTENDENT for modern Middlewestern hospital; 
administrative work only. Starting salary $150, mainte- 
nance. 


SUPERINTENDENT OF NURSES—Able to administer an- 
esthetics and conduct training school; South; $125, main- 
tenance. 


SUPERINTENDENT able to administer anesthetics if neces- 
sary, for small approved Southern hospital. 


TEACHING SUPERVISOR—Catholic, with college degree for 
large Southeastern hospital; ideal location. 


SCIENCE INSTRUCTRESS—For Middlewestern hospital; 
$120 monthly. 


WARD INSTRUCTOR with special preparation in nursing 
supervision; large University hospital; West. 


SURGICAL SCRUB NURSE for California hospital; salary 
$75, full maintenance; eight hour duty, six days weekly. 


SURGICAL NURSE, experienced, preferably with degree, to 
conduct classes in nursing; Iowa. 


ANESTHETIST for large Western hospital; $110, board, 
room out. 


ASSISTANT ANESTHETIST, willing to do relief duty in X- 
Ray; will teach X-Ray if not trained. Salary $90-$100 
a full maintenance; beautiful location in New Eng- 
land. 


GENERAL DUTY NURSES for high grade Michigan hos- 
pital; $65 with maintenance. 


NURSE-TECHNICIAN for splendid appointment with large 
industrial concern; five-day week; $125 per month. 


REGISTERED NURSE-LABORATORY-X-RAY TECHNI- 
SIAN who can give ether anesthetics, for Hawaiian mod- 
ern hospital; $100 and maintenance. 


Personals 


(Continued from page 90) 


Broadlawns General Hospital, Des Moines, Iowa, 
announces the appointment of Dr. W. E. Sanders 
as superintendent. Dr. Charles H. Sprague con- 
tinues in charge of Broadlawns Tuberculosis and 
Contagious Hospitals. 


——_—<— ——- 


Leon A. Bondi has been appointed superintendent 


of Galesburg Cottage Hospital, Galesburg, Illinois, 
to succeed De Moss M. Taliaferro. 
saneniliaiiéatons 
Dr, A. E. Hubbard, former superintendent of the 
Municipal Sanatorium, Peoria, Illinois, succeeds Dr. 
William McQueen as superintendent of the Marion 
County Tuberculosis Hospital, Sunnyside, Indiana. 
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DISPENSERS 


are always packaged in brand new sterile bottles of the 
finest prescription glass obtainable. They are the only 
commercial solutions manufactured which are always 
supplied to you in brand new containers. No possibil- 
ity of pathological contamination exists by having the 
bottles used during the time they are at the hospital for 
purposes which may allow pathological contamination 
to collect in them. Every bottle is new and sterilized be- 
fore it is filled. You do not have to worry about ways 


and means to ship them back to us, because there are 
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